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CANCER* 


BY ROBERT B. GREENOUGH, M.D., F.A.C.S.+ 


HE medical profession as a whole is inclined 
to feel a high degree of pessimism in regard 
to cancer. The practising physician is fully 
aware of the lack of suecess which has attended 
all of the attempts to demonstrate a specific bac- 
terial or other cause for the disease. He views 
its gradual but steady increase in the mortality 
statistics with a helpless and hopeless feeling, 
and he judges from the reports of the most pro- 
eressive clinics, that the end-results of present 
day methods of treatment are very, very dis- 
appointing. That these conditions do exist, and 
that they warrant some degree of pessimism 
cannot be denied; but this is far from being the 
whole story. More has been learned about can- 
cer in the past twenty-five years than in any 
other period of medical history; great advances 
have been made in its treatment, both by radical 
surgery, and by the newer agencies of radiation 
and electro-coagulation; and more effective 
methods of employing these agents are being 
developed every day. What is more, the atti- 
tude of mind, both that of the medical profes- 
sion and that of the public has changed. No 
longer is cancer a word to be shunned and 
evaded. Cancer is recognized as a disease to 
be discussed, diagnosed and given treatment like 
any other disease, and indeed in many instances 
with far greater prospect of relief than many of 
the other diseases of advancing years. It is prob- 
able that no small part of the increasing death 
rate from cancer is due to the fact that so many 
deaths from the other more readily controlled 
diseases have been eliminated, and thus a great- 
er number of persons attain the age when can- 
cer occurs than ever did before. Life Insurance 
statistics indicate that an average of eight years 
has been added to human life in the last twenty- 
five years, and this has raised the expectation of 
life from forty-nine to fifty-seven, just the pe- 
riod in which cancer is most likely to attain its 
greatest harvest. 
Innumerable attempts have been made to de- 
termine a bacterial or protozoan organism as a 
cause for cancer, but up to the present time none 


*Read at a Meeting of the Rochester Medical Association, 
Rochester, N. Y., April 4, 1928. 

tFor record and address of author see “This Week’s Issue,” 
page 624. 





has been found which could be accepted by the 
scientific world as capable of producing the dis- 
ease. The most recent development along this 
line is the ingenious hypothesis advaneed by Dr. 
W. E. Gye, of London, which is based upon the 
idea that an ultra-microscopie organism com- 
bined with a specific chemical factor is involved 
in the production of the peculiar tumor of fowls, 
known as the Rous sarcoma. This tumor, un- 
like cancer as it is seen in other situations, can 
be transmitted by material passed through a 
Berkefeld filter and apparently without the di- 
rect transfer from one animal to another of 
whole tumor cells. Dr. Gye’s experiments have 
roused the greatest interest throughout the 
scientific world, and many attempts have been 
made to repeat his work, but as yet without 
complete and positive confirmation. It is very 
probable that from this work further light may 
be shed upon the problem of malignant disease, 
but it must be remembered that the Rous tumor 
is one which is notably different from human 
tumors, and the direct application of this theory 
to the human eancer problem is at present quite 
unjustified. 

In spite of the fact that no specific cause for 
cancer has been as yet established, many inter- 
esting and important facts, have been discovered 
in regard to the disease in the past few years. 
By means of experimental work with animals, 
including spontaneous and inoculated tumors, 
facts in regard to heredity and to immunity have 
been established that throw light upon the can- 
cer process. It appears from Maud Slye’s ex- 
periments that the soil in which the tumor grows 
or from which it springs, may be influenced 
enormously by inherited characteristics. Yet 
even in mice bred to be most suspectible to can- 
cer some additional factor, such as trauma or 
chronic irritation, is usually necessary before a 
tumor will develop. Again Miss Jones has shown 
in the Huntington Laboratories that a race of 
mice 100% immune to the engrafting of a 
particular tumor can have this immunity broken 
down in some 15% of cases by the mere addition 
to the engrafted tumor of a foreign body. These 
facts encourage us to think that the cause of 
cancer may be not one but many different things, 
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and that the disease represents a peculiar meth- 
od of reaction of those body tissues to external 
influences which are by inheritance or for any 
other cause most prone to undergo this change. 

In this connection we must remember that can- 
cer can be produced artificially in animals and 
indeed unintentionally in man by agents of three 
entirely different characters, chemical, physical 
and organic. As a chemical agent coal tar is the 
best example. After long exposure to the irrita- 
tion of coal tar productive changes in the epi- 
thelium occur, which in time progress to cancer. 
In man this process requires from ten to twenty 
years; in animals a much shorter period, but 
one corresponding in proportion to the life span 
of the individual. As a physical agent X-ray is 
well recognized to be able to produce cancer, and 
in man again the time duration is one of years. 
It is to these changes that we owe the death of 
practically all of the early practitioners of radiol- 
ogy, and again the pathological manifestations 
are progressive, beginning with non-malignant 
proliferations such as keratoses and papillomas, 
and culminating in metastasizing cancer only 
after the lapse of many years. 


Examples of the origin of cancer from an 
organic irritant are less frequent, but the disease 
occurs in man in the bladder as a result of in- 
festation with the worm, Bilharzia, and in ani- 
mals from infection with a worm found in cock- 
roaches (Febiger) or with the cat tape-worm 
(Wood). Again in this instance a considerable 
period of irritation and inflammation precedes 
the actual development of the malignant tumor. 

The one common factor in these three different 
forms of artificially produced cancer appears to 
be that of long continued but not lethal damage 
to the tissue cells exposed to the irritant agent. 
Next to reproduction of the species, the ability 
to repair damaged tissues is probably one of the 
most important, widespread and powerful fune- 
tions in biology. Were this not the case few 
plants or animals would survive to maturity to 
earry on their race. It is this function which 
appears to be involved in all of the so-called 
‘*pre-cancerous’’ proliferations such as are ob- 
served in artificially produced cancer, and it is 
only after a long continuance of activity of this 
normal and conservative process that the arbi- 
trary border line of cancer is passed, and the 
process becomes malignant. This is a reason- 
able view of the operation of chronic irritation 
in the production of cancer, and additional facts 
to support this idea have been developed in the 
past few years. 

Many years ago von Hansemann coined the 
terms of ‘‘anaplasia’’ and ‘‘anaplastic’’ to in- 
dicate the manner in which cancer cells differed 
in their growth from normal tissue. By anap- 
lasia was meant an enhanced rapidity of growth 
eombined with a loss of functional differentia- 
tion. More recently Broders, of the Mayo Clin- 
ic has attempted successfully to classify tumors 





a 
of different sorts, from their histological ap. 
pearances ; to estimate the degree of loss of fune. 
tional differentiation, and to check the results 
with the known end results of treatment. This 
was first done with squamous cell carcinoma of 
the external skin and lip, but has now been ex. 
tended to include the tongue and cervix, and it 
has even been applied also to carcinoma of 
glandular origin, such as cancer of the breast and 
of the rectum. In a series of cases of breast can. 
eer, which I studied myself, the specimens were 
classified without knowledge of the end-results, 
Three degrees of malignancy were recognized, 
high, low and medium. The data were then 
assembled and it was found that in the low 
malignaney class 68% were alive and well at 
the end of three years. The medium class gaye 
33% alive and well, but those of high malig. 
nancy (as judged from the histology alone and 
with no consideration of other factors such as 
the extent of the disease) showed not a single 
ease alive and well at the end of the three year 
follow up. These observations have been con- 
firmed by others, and we may feel that facts of 
great importance in prognosis can be gathered 
from such a study of the slides of the original 
tumor. 


The significance of these facts in connection 
with the production of artificial cancer, however, 
is the matter that concerns us here. It was 
shown that the pre-cancerous proliferation pro- 
duced by tar resulted in an over-growth of the 
damaged cells; with the production of kera- 
toses and papillomas; in other words, disturbed 
or abnormal function. We now see that this 
same change continues all along the line, beyond 
the border line of cancer and even up to those 
forms of cancer, which we regard as most malig- 
nant. The arbitrary criterion which we employ 
to separate cancer from non-malignant disease 
is the presence of cells infiltrating the deeper 
tissues in situations where such cells cannot nor- 
mally oeeur. It is quite possible that the real 
dividing line between cancer and non-cancerous 
diseases lies somewhere else than at the point 
we arbitrarily attempt to place it. Every path- 
ologist knows that there are a certain number 
of tumors on the border-line between cancer and 
non-cancerous processes; in which a_ positive 
decision from the microscopic specimen is an 
impossibility. This perhaps is one of the best 
arguments against a specific parasite as a cause 
for cancer, and undoubtedly favors the view 
that it is instead a biological process, a peculiar 
form of growth of the previously normal body 
cells. 

Other of the new facts which have been estab- 
lished in regard to eancer are in accordance 
with this idea. Thus the important observations 
of Warburg, that cancer cells have the ability to 
convert glucose into lactic acid in the presence 
of oxygen to an extent some twenty times great- 
er than normal cells, indicates a physiological 
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change in the cell metabolism of a magnitude 
commensurate with its increased power of 
growth. Whether this is a primary or a second- 
ary change is not determined, but it is not un- 
reasonable to think that the change in the cell 
metabolism contributes materially to the exces- 
sive power of growth of the cancer cell. Bur- 
rowes believes that the vitamines play an im- 
portant part in this extraordinary power of 
growth, and here again we do not know whether 
some special vitamine balance is a prerequisite 
to eancer growth or whether the changed metab- 
olism of the cancer cell consumes or employs 
vitamines in a manner impossible for normal 
cells. It is a well established fact, however, that 
deprivation of fat-soluble vitamine A produces 
the disease of Xerophthalmia in rats, in which 
a degree of epithelial proliferation with abnor- 
mal keratinization occurs of such extent as to 
equal that observed in many of the so-called pre- 
cancerous proliferations. Xerophthalmia, how- 
ever, is a relatively acute process and usually 
causes the death of the animal unless the diet is 
corrected; I have never heard of its going on to 
the actual production of cancer. 

Such is a brief sketch of the situation today 
as regards the nature and cause of cancer, and 
upon these facts we must construct our policy 
as regards its treatment. Failing a specific 
cause we can expect neither a specific diagnostic 
test nor a specific curative serum. As a matter 
of prevention, undoubtedly, removal of the 
cause during the stage of pre-cancerous prolif- 
eration may be expected to prevent the disease. 
This can be done for instance with experimental 
tar-caneer, if the tar irritation is stopped dur- 
ing the stage of papillomatous dermatitis. Once 
eaneer has occurred, however, it goes on of its 
own momentum whether the irritant continues 
or not. Prevention can also be accomplished in 
human beings by the correction of conditions 
which by experience we know are forerunners 
of cancer in its many situations. I refer to the 
diseases such as leukoplakia and _ kraurosis, 
X-ray Dermatitis, lacerations of the uterine cer- 
vix, ill-fitting tooth plates, and many of the be- 
nign tumors and diseases which are recognized 
as of possible pre-cancerous significance. 

For the treatment of established cancer, how- 
ever, we are forced back on the rather crude 
methods which have been developed during the 
past 50 years for the total destruction or re- 
moval of the disease. These methods are sur- 
gery (including cauterization) and radiation. 
By these methods cancer can be cured, but the 
percentage of all cases of cancer that are cured 
today is a lamentably small one. At a hospital 
like the Massachusetts General our figures show 
only about 15% of all cases of cancer of the 
breast free of disease at the end of the five year 
following-up period; and only about 10% of all 
cases of cancer of the uterine cervix. The ex- 
planation for these poor results, however, is not 





far to seek. Less than 50% of the cases of can- 
eer of all kinds that enter the wards of the 
Massachusetts General Hospital arrive there suf- 
ficiently early in the course of their disease to 
permit even an attempt at radical operation. 
Many are too advanced for any operation, others 
permit only some palliative measures, while 
those upon whom an attempt at radical cure is 
made include far too many eases of the ‘‘ forlorn 
hope’’ type, in which the surgeon’s better judg- 
ment gives way to his compassion, and he at- 
tempts the impossible in the vain hope that con- 
ditions may be not so bad as the symptoms in- 
dicate. 

In spite of this gloomy picture, however, sur- 
gery and radiation are capable of curing the 
disease when they can be applied in early and 
favorable cases. The same facts are true of most 
remedial measures. The advanced and moribund 
ease of diphtheria is not cured by anti-toxin, 
nor is the wide-spread general septic-peritonitis 
often cured by surgery. The main difference is 
that the advanced case of diphtheria or of per- 
itonitis is obviously seriously sick while the ad- 
vanced cancer case may show but little external 
evidence of the wide extent of the disease. 

In the early and favorable cases of breast 
cancer at the Massachusetts General Hospital; 
those cases in which the disease is still local in 
the breast and has not as yet involved the axil- 
lary lymph-nodes; we obtain about 70% of cases 
well at the end of five years, and in the same 
way with cancer of the cervix, if we take only 
the cases in which the disease has not extended 
beyond its point of origin, 50% are cured. 

The percentage of possibility of cure varies of 
course with the situation of the organ involved 
for it depends to a great extent upon the ana- 
tomical situation of the tumor, its accessibility 
and the importance to life of the organs and tis- 
sues which lie adjacent to it, and thus permit 
or prevent the wide removal with a safe margin 
of surrounding tissue which is the essential fea- 
ture of radical surgical treatment. Undoubted- 
ly in the present stage of surgical science the 
successful operative treatment of cancer of the 
oesophagus and of the pancreas is thus limited 
nearly to the vanishing point; although cancer 
of the stomach and intestine is treated by opera- 
tion successfully in early and favorable cases. 
In any ease, however, the ‘‘spread’’ between the 
actual cures (15% in cancer of the breast) and 
the possible cures (70%) which can be accom- 
plished even with our present resources is far 
too great. To put it in another way, five times 
aS many eases of cancer as are now cured by 
surgery and radiation can be cured, if only the 
treatment can be applied in time. Dr. Janet 
Lane-Claypon, an English student of this sub- 
ject, has well said ‘‘It must not be forgotten that 
every advanced case of cancer was once an early 
ease’. It is these facts that justify the at- 
tempts that are now being so widely made to 
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educate the public, and the medical profession 
as well, to a better appreciation of the import- 
ance of delay in the treatment of cancer. Both 
are undoubtedly at fault, and both are all too 
ready to temporize. In a series of cases of can- 
cer of the breast at the Massachusetts General 
Hospital, we found an average delay, from the 
time the patient noticed her first symptoms until 
the operation, of 744 months. The average de- 
lay on the part of the patient before seeking 
medical advice was 6 months. The time con- 
sumed by the physician in making a diagnosis 
was 2 weeks, and the remainder of the time was 
consumed in getting the patient in to the hos- 
pital and in the necessary preparations for the 
operation. On the other hand, in a series of 
eases of cancer of the cervix studied by Leland 
at the Huntington Hospital (not yet published) 
he was able to show a falling off of prospective 
eure, of 16% for each month of delay in ob- 
taining treatment. Cancer is not commonly re- 
garded as an acute disease, and indeed takes 
years in many eases to run its course, but a 
disease which advances so rapidly in the early 
stages as to diminish the patient’s chance of 
eure 4% a week, is indeed acute, and a delay of 
7144 months must be admitted to be evidence 
of neglect or disregard of the established facts 
by the patient or by his physician or, too fre- 
quently, by both. 

So far as the public is concerned, much has 
already been accomplished by such agencies as 
the American Society for the Control of Cancer, 
our National, State and Municipal Public 
Health Departments, the magazines and espe- 
cially the daily press. The public has been 
educated to a better understanding of the can- 
eer problem, many of the erroneous ideas about 
the disease have been corrected and the laity has 
been taught to appreciate that the first steps in 
the treatment of cancer must be taken by the pa- 
tient himself, by promptly consulting his medi- 
eal advisor for symptoms which are in any way 
suggestive of the possibility of cancer, such as 
the presence of a lump or an ulceration which 
is slow to heal, or the abnormal discharge of 
blood from any of the body cavities. Much un- 
doubtedly remains to be done in this direction. 
The periodic health examination, for instance 
promises to aid in the early discovery of many 
eases of cancer, but the situation in any ease is 
far more satisfactory than it was 10 years ago. 

The education of the medical profession, how- 
ever, is another story and indeed the difficulties 
encountered by the general practitioner deserve 
our greatest sympathy. The advanced and in- 
operable case of cancer presents text book symp- 
toms which are unmistakable, but the early case 
may well defy the diagnostic abilities of the most 
experienced and require an exploratory opera- 
tion conducted with all of the precautions nec- 
essary to protect the patient’s possibility of cure. 
The remedy would seem to be to emphasize to 
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the medical profession as to the public, the pos. 
sible ‘‘cancer significance’’ of such sympteal as 
have been detailed above; and at the same tim 
to provide in one way or another adequate ae. 
cessible expert consultation service, free or not 
as the case may require, which may he called 
upon in the doubtful case. 

In addition to the institutions devoted op. 
tirely to cancer in the larger medical centers 
cancer clinics and tumor clinics are being organ. 
ized in many of our larger general hospitals, 
precisely to meet this situation. The truth is 
that cancer is no longer a one-man job. The 
adequate diagnosis and treatment of cancer re. 
quires today a whole group of men working in 
cooperation and supplied with all of the material 
equipment of a general hospital including ra- 
dium and X-ray. The internist, the pathologist, 
the chemist and the physicist are just as neces- 
sary in this group as are the radiologist, the 
surgeon and the representatives of the special- 
ties, such as genito-urinary surgery and nose 
and throat. Only by some such organization can 
we hope to make available the best of modern 
treatment to the patient in the early stages of 
the disease. 

An attempt to supply service of this nature 
has been made in Massachusetts under the De- 
partment of Public Health. We have a state 
cancer hospital of about 90 beds equipped with 
adequate personnel and facilities for the treat- 
ment of cancer in all stages of the disease. In 
close co-operation with this central institution, 
we have organized in established general hospi- 
tals in a dozen different cities throughout the 
state, special cancer eclinies for the diagnosis and 
treatment of early cases. This is a comparative- 
ly new field of activity for a public health de- 
partment, but the results of the first eight 
months experience indicate that a real want is 
being supplied. 

When it comes to the treatment of early cases. 
whether by surgery or by radiation, it is to be 
feared that every patient does not today receive 
the best that medicine ean afford. Radical op- 
erations for the eure of cancer in its various sit- 
uations have been developed in the course of 
years, so that they are virtually standardized. 
Such operations are based first upon the anatom- 


»}ical relations of the part involved, and secondly 


upon the natural history of the disease as it 
occurs in that particular situation, especially 
with reference to its lines of extension beyond 
the primary growth. There is, however, a wide 
difference between the standard radical opera- 
tion as practiced in the better clinics, and the 
operations that are commonly performed by sur- 
geons throughout the country even in the early 
and favorable cases. 33% of the cases of cancer 


of the breast which come to the Huntington Hos- 
pital with recurrence after operation are found 
on examination to have been subjected to a pri- 
mary operation in an attempt at cure which falls 
short of the recognized radical operation for can- 
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cer of the breast. It is astonishing, it seems to 
me, that such can be the fact, for especially in 
eases of cancer of the breast the standard opera- 
tion involving the removal of the breast with all 
the skin over it, the pectoral muscles, the entire 
axillary contents and the deep fascia of the 
chest wall from clavicle to epigastrium and from 
sternum to Latissimus, is or should be a matter 
of common surgical knowledge. It is difficult to 
comprehend the mental attitude of a surgeon 
who performs any operation short of the stand- 
ard operation in an early and favorable case of 
cancer of the breast, and thus deprives his pa- 
tient of the opportunity for cure to which she 
is entitled by reason of the advances that have 
been made in surgical treatment. 

With regard to radiation also it must be ad- 
mitted that there is room for improvement both 
in the technique of the application of radium 
and X-ray, and to a far greater extent in the 
judgment employed in the selection of cases 
suitable for treatment by these agents. Time 
and space will not permit a detailed, discussion 
of these points, but to anyone who deals with 
cancer cases in their later stages it is all too fre- 
quently made evident that the treatment ob- 
tained by the caneer patient during the early and 





favorable stages of the disease falls short of the 
best that could be given even at the present 
time. 

The value of the colloidal metals, copper, gold 
and especially and more recently, lead, in the 
treatment of cancer is still under discussion. Con- 
flicting reports are obtained from many sources, 
and at the present moment one can only say that 
the value of these methods is open to consider- 
able doubt and their use is attended by dangers 
which can not at present be entirely avoided. 

To summarize the burden of this communica- 
tion, it may be said: 

The deaths from cancer are increasing year by 
year. No specific cause or remedy for the dis- 
ease has yet been discovered. With our present 
methods of treatment, surgery and radiation, 
cures can be obtained in early and favorable 
eases. If all cases could be given treatment in 
the early and favorable stage of the disease some 
five times as many cures of cancer could be ob- 
tained as are obtained today. To obtain this end 
the public and the medical profession must be 
taught that in its early stages cancer is essen- 
tially an acute disease, but one which is in many 
cases amenable to cure by prompt, radical and 
efficient treatment by surgery or by radiation. 
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CANCER STUDIES IN MASSACHUSETTS. 2. 


HABITS, CHARACTERISTICS 


AND ENVIRONMENT OF INDIVIDUALS WITH AND WITHOUT CANCER 


BY HERBERT L. LOMBARD, M.D., 


T the inception of the Massachusetts program 

for cancer control Dr. Frederick Hoffman 
was consulted for suggestions. He advised that 
the Massachusetts study should include a collee- 
tion of questionnaires similar to those that he 
was collecting in his San Francisco Survey’. As 
Dr. Hoffman is probably the greatest collector of 
figures of our time, any advice from him should 
be most seriously considered. A few of these 
questionnaires were obtained in the 1925 study’ 
but as the number was too small for tabulation 
they were given to Dr. Hoffman to incorporate 
with his other records. 

During 1927 a somewhat similar study was 
made by this Department, with the assistance of 
several of the visiting nurses’ organizations 
throughout the State. Our method of approach 
was somewhat different from that of Dr. Hoff- 
man. We feel that any study of the habits of 
individuals with eancer is of little value without 
a similar study of individuals without cancer. 
To know that a large percentage of patients with 
cancer have certain habits is of little value for 
inference unless we know what percentage of the 
community at large has the same habits. 

In the laboratory it may be fairly easy to 


*Massachusetts Department of Public Health and Harvard 
School of Public Health. 

*For record and address of author see ‘This Week’s Issue,” 
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obtain animals which may be used as controls, 
but in dealing with the human species this is an 
entirely different problem. 

METHODS :—Our controls were obtained by 
having the same investigator who collected the 
record of the patients with cancer fill out a simi- 
Jar record for an individual without cancer, of 
the same sex and approximately the same age. 
In a few eases it was necessary for a different 
investigator to obtain a control. 

The following information was obtained : 


Name Address 

Sex Age Race Conjugal state 
Birthplace of individual Of father Of mother 
No. of children Height Weight 


Average amount of exercise before illness 

Length of intimate association with cancer patients 

Foods eaten prior to illness: 
Meat, Sugar, Starches, Canned goods, Green vege- 
tables, Other vegetables, Milk products, Coffee, 
Tea, Salt 

Use of tobacco 

Use of alcohol 

Use of laxatives 

Housing conditions 

Economic status 

Chronic past illness 

Type of cancer 


These items are intended to cover most of the 
present hypotheses regarding the causation of 
cancer. 
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We obtained records from 217 cancer patients 
and a similar number of controls. While the 
number is small, it is felt to be sufficiently large 
to make a preliminary statement of our findings. 
Sometimes large differences will show up in 
small samples, and only such differences are of 
value in a program of cancer control. 


EVALUATION OF SAMPLE :—The groups 
contain 55 males and 162 females. The 
sex ratio of 34 males to 100 females is less than 
that found in the cancer mortality records, 65 
males to 100 females, and the clinic attendance 
of 80 males to 100 females. This difference prob- 
ably means that many men with cancer are 
eared for by their wives, but when the women 
are affected the visiting nursing associations are 
employed. The average age of the cancer pa- 
tient is 59.2 = .9 years, and the standard devia- 
tion is 12.9. The controls have an average age 
of 59.5 = .8 years, and the standard deviation is 
12.2. The slight difference in ages is due to the 
difficulty of getting controls of exactly the same 
age as the cancer cases, but these differences are 
insignificant. 

The two groups are practically identical re- 
garding the economic status of the individual, 
although there are fewer cancer cases among the 
well to do, as shown in Table 1. 








TABLE 1 


Economic STATUS 


Mod- Well Un- 














Poor erate to do known 
Cancer group 35 172 7 3 
Control group 45 * 151 18 3 
TABLE 2 
Un- 


Semitic Black Others known 


Cancer group 29 5 177 6 
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In respect to race, there is little difference he. 
tween the cancerous and the controls. 

When the two groups are compared by coun. 
try of birth of individuals, the native born are 
in excess of the foreign born, but the difference 
is within the limit of chance fluctuation. When 
we consider the country of birth of the father 
and mother we find the differences are greater, 
In a previous paper* we found that cancer was 
more prevalent among the foreign born and chil. 
dren of foreign born than among the children of 
native parents. In selecting the controls it js 
most difficult to get individuals whose parents 
are born in the same countries as those of the 
cancer patients. Our cancer group, therefore, 
has more individuals with foreign parents than 
the control group. 

In Table 4 a comparison of the two groups 
relative to the conjugal state shows that there 
are more single females among the control group 
than among the cancer group. In order to de- 
termine if this difference was due to our sample, 
the female deaths from cancer in the State 
were compared by conjugal state with our sam- 
ple, with the resulting figure of 16.2 per cent. 
for the State and 13.6 per cent. for the sample. 
The cancer group evidently has too few single fe- 
males, and the control group has too many, as 
several of the nurses used themselves as controls. 











TABLE 4 
CoNJUGAL STATE 


Cancer group Control group 





M.  *F. (i M. F.. T. 
Single 40622 29 6 41 47 
Married 30 =686—s«d116 37 71 108 
Widowed 17 #50 67 9 47 56 
Divorced 1 1 2 2 1 3 
Separated 0 3 4 0 2 2 
Unknown 0 0 0 1 0 1 








In order to determine how representative our 


sample of cancer cases was in respect to type, 
Control group 28 3 186 0 comparison has been made on a percentage basis 
TABLE 3 
NATIVITY 

Birthplace Birthplace Birthplace 
of Individual of Father of Mother 

Cancer Control Cancer Control Cancer Control 

@ group group group group group group 

‘United States 86 —-:108 40 —s«GB 37 63 
Ireland 42 38 71 57 | 58 
Russia-Poland 14 14 15 17 14 15 
Italy 6 4 6 5 6 5 
England, Scotland, Wales 24 18 24 23 27 25 
Germany, Austria, Holland, Belgium......... 5 3 7 8 6 8 
Norway, Denmark, SWeden........ccccccsscsscssesecssee 4 4 6 6 5 5 
Greece, Spain, Portugal, France................... 0 1 0 2 0 0 
Canada (French) 15 6 18 6 20 7 
Canada (Others) 16 20 22 74 23 24 
Lithuania, Finland 0 2 0 2 0 2 
4 8 5 8 5 


All others 5 
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with the types found in the Massachusetts Hos- 
pitals, in the death returns, and in the State- 
aided cancer clinics. It is impossible to arrive 
at a precise figure. The death returns do not 
include the cures. The hospital admissions do 
not account for the many patients remaining at 
home. The volume of the clinic cases is too 
small on which to base judgment. 
Table 5 shows the various distributions. 











TABLE 5 
PERCENTAGE DISTRIBUTION OF CANCER CASES BY TYPE 





noticeable that sixty-one per cent. of the ‘‘un- 
knowns’’ fall in the cancer group. Both these 
differences are highly significant statistically. 
The difference between the two groups with 
respect to positive heredity history is not signif- 
icant. No inference can be made unless we 
know how the unknowns would be distributed if 
they were known. We found that there was a 
considerably larger percentage of foreign born 
among the unknowns of the cancer group, and 
assuming that the foreign born person in the 
cancer age cannot well remember or perhaps 
never knew the causes of death of his more dis- 

















e tant relatives, it is reasonable to expect that 
2 some of the unknowns at least would have a posi- 
a ge tive history. Therefore, we feel that there may 
s $3 3 have been a relationship shown in the following 
w2 «5 Sa » |table if we had all of the information. This 
2 2s 3 ve applies almost equally well to the heredity his- 
5s g= 32 3 Se ae 
Type 7a SS As rss tory in the immediate family. 
~ Buccal cavity 138 96 226 5.6 
Stomach group 189 172 25 314 TABLE 7 
Intestinal group 14.7 12.9 4.8 18.2 HEREDITY 
Female genitals 21.6 20.4 13.4 13.9 
Skin 2.3 26 30.2 2.1 Cancer Group Control Group 
Male genitals 1.4 3.5 1.6 3.4 “a in 
Breast 20.7 16.3 19.1 10.8 “ a é 5 
Other organs 5.1 14.6 1.6 12.2 - = = a 
Unspecified 1.4 2.8 4.1 2.4 = 3 = — 
in 282 cae ht 
. . . 5 Eb Soe 5 o> Boe 
The above discussion of comparisons of the gag S z = 38g cas 
eancer and control groups emphasizes the diffi- Sas S&s3 S888 S22 
culties of getting satisfactory controls. We be- | ———- =~ : 
Ser . Present 26 23 24 14 
lieve, however, they are as good as can be ob- pone 121 96 151 140 
tained, but as we realize their inadequacy, we| pnknown 70 98 42 63 


have arrived at conclusions only after due con- 
sideration of the known differences between the 
groups. 

COMPARISON OF CANCER AND CON- 
TROL GROUPS :—The contagion theory was 
studied by comparing the two groups in respect 
to the previous association with cancer patients. 
Table 6 shows that there is no relationship. 











TABLE 6 
_ ASSOCIATION WiTH CANCER PATIENTS 
None Associa- 
or slight tion Unknown 
Cancer’ group 146 19  +~+&+B2 
Control group 154 29 34 











The work of several laboratory investigators 
shows convincing evidence in favor of the hered- 
itable predisposition to develop cancer. There 
is also a slight amount of evidence from human 
material*- We have attempted to measure the 
difference between the cancer and the control 
groups regarding heredity in Table 7, but we rea- 
lize that social as well as genetic differences may 
be thus depicted. Forty-one per cent. of those 
with negative heredity history of cancer in more 
distant relative fall in the cancer group, while 
we should expect fifty per cent. Also it is 











Housing conditions were used to measure the 
parasitic theory. It is believed that cockroaches 
and other vermin, possible carriers of parasites, 
would be more prevalent where the housing con- 
ditions were poor, than where they were good. 
Table 8 shows no connection between cancer and 
housing. 











TABLE 8 
Hovusine CoNnpDITIONS 
Good Bad Unknown 
Cancer group 157 51 9 
158 55 4 


Control group 





Constipation has been considered a possible 
cause of cancer’. The users of laxatives have 
been studied to measure any possible connection 
between constipation and cancer. Table 9 shows 
no significant difference between the two groups. 








TABLE 9 
UsE oF LAXATIVES 





Users Non-users Unknown 
Cancer group 185 22 10 


Control group 180 28 9 
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The female cancers for all types by the num- 
ber of children are compared with cancers of the 
female genitals and cancers of the breast in Ta- 
ble 10. The findings are not statistically signi- 
ficant, probably because of the small figures, but 
the results are consistent with those of the 
Health Section of the League of Nations®. They 
found that cancer of the uterus is more preva- 
lent and eancer of the breast less prevalent 
among women who have borne children than 
among those who had not. Seventy-five per cent. 
of our total group have borne children while sev- 
enty-seven per cent. of those with cancer of the 
female genitals and seventy-two per cent. of 
those with cancer of the breast had children. 





TABLE 10 
CANCERS AMONG FEMALES BY THE NUMBER OF CHILDREN 


Total Female 
eancers’ genitals Breast 





No children 40 11 12 
One child 20 8 6 
Over one child 98 28 25 


Unknown 4 0 3 





The possible relationship between exercise and 
cancer is measured in Table 11, and found to be 
significant. 





TABLE 11 


EXERCISE BEFORE ILLNESS 
Mod- Un- 
Great erate Little known 
~ Cancer group 64 120 2 #7) 


Contro] group 57 118 25 17 








Height and weight are both studied and while 
height shows no significance there was a tenden- 
ey among the cancer group to be underweight. 
This difference may be due to the probability 
that the nurses classified their patients by the 
present weight rather than the normal weight 
before illness. 


TABLE 12 





HEIGHT 
Un- 
Short Medium Tall known 
Cancer group 37 142 38 0 
Control group 32 131 51 3 
TABLE 13 
WEIGHT 
Me- Very Un- 


Slim dium Stout stout known 





Cancer group 70 96 42 9 0 
Control group ' 36 118 54 6 3 








Chronic past illnesses were studied to deter- 
mine if any relationship existed between them 





and cancer. The only significant difference be. 
tween the cancer eases and the controls appears 
in the chronic diseases of the teeth in males 
This disease is over three times as prevalent 
among the cancer group as among the control 
group and is statistically significant, as forty 
per cent. of the male patients with cancer had 
bad teeth and only eleven per cent. of the con. 
trols. Among the females thirteen per cent, of 
the cancerous patients and twenty per cent, of 
the controls had bad teeth. A check was made 
of this sample by getting similar figures from 
the clinic cases'*. The cancer group was here 
compared with a control group so selected from 
those attending the clinics with no evidence of 
cancer as to make the two groups similar in 
respect to age and sex. We found 9.2 per cent. 
of the males with cancer, 3.6 per cent. of the 
male controls, 4.6 per cent. of the females with 
eancer and 1.7 per cent. of the female controls 
had bad teeth. The figures for males are con- 
sistent with those given in Table 14 but are only 
on the border line of significance. The females 
differ from those in Table 14 as they have a 








TABLE 14 
CHyronic Past ILLNESS BY SEX 


Cancer Group Control Group 
Male Female Male Female 





Stomach 17 60 14 54 
Female genitals 30 12 
Intestinal trouble 16 62 14 53 
Breast 13 12 
Nervous trouble 11 64 7 58 
Skin 1 5 1 t 
Lungs 3 2 3 7 
Bladder 2 10 3 5 
Heart 2 4 9 15 
Teeth 22 21 6 33 
None 7 25 12 22 
Unknown q 21 6 17 


higher percentage of bad teeth in the cancer 
group. The difference, however, is insignificant. 
There are a smaller number of individuals with 
bad teeth among the clinic cases than in the 
nurses’ study. This difference is believed to be 
due to the better economic status of the indi- 
viduals attending the State-aided Cancer Clinics. 
It might be thought that the excess of bad 


es 


TABLE 15 
MALE CANCERS AND TEETH 


Bad Not bad 
teeth teeth Total 





Buccal .cavity cancers 7 10 17 
All other cancers 15 23 38 
Total 22 a0 55 
Per cent of buccal cavity 

cancers 31.8 30.3 30.9 
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teeth in males might have some relation to the 
excess of cancer of the buccal cavity in males, 





but the sub-division of cancer by type among 
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males showed no relationship and therefore the 
pad teeth may be regarded as a source of toxicity 
affecting total cancer rather than a source of 
chronic irritation affecting the cancers of the 
mouth. 

Various foods have been studied to determine 
if there was any relationship between their in- 
gestion and cancer. Table 16 shows, with the 
exception of dry vegetables and tea and coffee, 
that the cancer cases ate less of the various 
articles of food than the controls. This probably 
is accounted for by the presence of the disease 
itself. In the continuation of this study we are 
seeking information on the foods eaten prior to 
illness, as in many cases the diet has changed 
after the inception of the disease. 








TABLE 16 
DIET 


Cancer Group Control Group 


7. # 3. # 

ge ~ 2-3 

P He eg ic: 2 & 

$ 8. 2 8 8. 2 

2 os b& = 68 & 

Meat 139 48 30 162 42 I 
Sugars 111 91 15 142 vfs $ 
Starches 181 25 11 200 14 3 
Canned goods 35 161 21 50 153 14 
Green vegetables 125 75 17 147 68 2 
Other vegetables 44 1389 34 42 150 25 
Milk products 176 27 #14 196 20 1 
14 14 185 28 a 


Coffee, Tea 189 





The ingestion of salt has been considered by 
several as predisposing to cancer’ *. Table 17 
points to no relationship between salt and can- 
cer. 


























cancer patients by the site of the disease in his 
San Francisco Survey. We have realigned Dr. 
Hoffman’s figures in preparing Table 19°. 











TABLE 19 

PERCENT OF EXCESSIVE SMOKERS BY TYPE OF CANCER 

No. of 

Percent cases 
Cancer of the throat 54 13 
Cancer of the intestines 100 5 
Cancer of the pancreas 33 3 
Cancer of the rectum 88 8 
Cancer of the lung 100 5 
Cancer of the bladder 60 10 
Cancer of the lip 92 12 
Cancer of the jaw 100 5 
Cancer of the neck 83 6 
Cancer of the cheek 100 12 
Cancer of the oesophagus 77 13 
Cancer of the prostate 100 9 
Cancer of the tongue 100 7 
Cancer of the stomach 82 39 
Cancer of the leg 50 2 
Sarcoma 73 15 
Miscellaneous 60 20 








If we postulate that only cancers of certain 
sites should be affected by heavy smoking, and 
that those of other sites should not be so af- 
feeted, and that sarcoma also should not be in- 
fluenced by tobacco smoking, we can then com- 
pare the sites supposed to be affected by smoking 
with the other two groups which now ean be 
regarded somewhat as controls. These figures, 
however, give no light upon the relation of smok- 
ing to cancer in general. Including under ‘‘sites 
supposed to be affected by smoking’’ cancers of 
the lip, jaw, cheek and tongue, and under ‘“‘sites 




















——— TABLE 20 
TABLE 17 CANCER SITES BY SMOKING 
SALT so] 
oa 
Mod- Un- “i a 
Much _ erate’ Little known os aS 
ov tm =} & 
Cancer group 35 127 39 16 aS ' 2 Ss , 
Control group 42 110 56 9 33 a os a z 
+= = ooooaq“qwanmWaWwvwoe0saoa0mSsSsSsSS—\<m—r" n vo S| nm vo I ° ger | 
. , Ger gen =F $ 
The use of aleohol shows no relation with can- Hoh Zoom & ° 
Noel Noo M & 
eer. The unknowns, however, are so many that - 
they might alter the conclusions. Heavy smokers 34—«100 1 
° Not heavy smokers 1 34 4 39 
The use of tobacco has long been considered | 7+.) 95 134 «15 184 
a factor in the incidence of cancer of the buccal ! per cent of heavy 
cavity. Dr. Hoffman gives the smoking habits of smokers 97.2 74.6 73.3 78.8 
TABLE 18 
ALCOHOL 
Temperate Use Intemperate Use 
Users Non-users Unknown Users Non-users Unknown 
M. F. T. M. F. T. mm. FF. T. M. &. Ti M. F. Ty: Mo FY: 
Cancer group 33 30 63 12 109 121 10 23 33 10 2 12 24 125 149 21 35 56 


Control group 35 36 71 16 106 122 4 20 


24 6 0 6 35 135 170 14 27 41 
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not supposed to be affected by smoking’’ all 


other cancers, we show the results in Table 20. 

Of all males who have cancer in the above 
sample 78.8 per cent. are heavy smokers. Dr. 
Hoffman found in his larger sample of 834 male 
patients'® that 44.1 per cent. were heavy 
smokers. In our sample, 47.3 per cent. were 
found to be heavy smokers. What is the true 
percentage of heavy smokers among males with 
eancer? Evidently the sample quoted in Tables 
18 and 19 is not representative of the cancer 
population. What is the percentage of heavy 
smokers in the general population? We do not 
know. Dublin, Fiske and Kopf, among 16,662 
male policy holders in the Metropolitan Life In- 
surance Company, found 33.1 per cent. to be 
heavy smokers. In our control sample we found 
twenty per cent. heavy smokers and in our total 
group, including both cancers and controls, we 
found 33.7 per cent. 

The difference between our control group and 
the cancer group in respect to heavy smoking is 
twenty-seven per cent. This is highly significant 
which suggests that heavy smoking has some re- 
lation to cancer in general. Of the heavy smok- 











TABLE 21 
CANCER SITES BY SMOKING 
> 
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Heavy smokers 9 17 26 
Not heavy smokers 8 21 29 
Total 17 38 55 
Per cent of heavy smokers 52.8 44.8 47.3 








ing group, pipe smoking seems to be the most 
important, as 73.1 per cent. of the heavy smokers 
in the cancer group are pipe smokers and 72.6 
per cent. of the heavy smokers in the control 
group are pipe smokers. 

In Table 20 there is a difference of eighteen 
per cent. between the heavy smokers who had 
eaneer of the buccal cavity and the total per 
eent. of heavy smokers. This is statistically sig- 
nificant and indicates that a small part of the 








TABLE 22 





buceal cavity cancers may be due to smoking 
Table 21 prepared from our figures is consistent 
with Table 20, but it is not signficant, due prob- 
ably to the small size. 

Table 22 compares the cancer and control 
groups from the nurses’ questionnaires by smok. 
ing habits and Table 23 shows the smoking 
habits of those individuals who had cancer of 
the buccal cavity. The relationship between can. 
cer of the buccal cavity and smoking appears 
from our figures to be due to pipe smoking alone, 














TABLE 23 
BuccaL Cavity CANCERS BY USE oF ToBACco 


Users Non-users Unknown 





Pipe 16 9 5 
Cigarette 5 12 13 
Cigar 10 12 8 
Chewing 6 14 10 








The study is being continued, narrowing the 
field of inquiry to the amount of salt eaten, the 
amount of condiments, canned goods, foods or- 
dinarily eaten prior to illness, constipation and 
tobacco. In the 1928 study, the classification of 
foods is broader than in the present one. 


DISCUSSION : 


Throughout the study the ‘‘Unknown”’ item 
has been the most unsatisfactory. Such concelu- 
sions as we have drawn are made on the assump- 
tion that the unknowns are distributed in the 
same ratio as the known items. This is the most 
probable inference but it is by no means assured. 
In those tables in which the unknowns differ 
markedly from the controls they could easily 
alter the findings. 

It should also be noted that when any two 
groups are compared with respect to a large 
number of variables, the differences themselves 
will form a frequency distribution and some of 
the variables with statistical significance may 
thus be entirely due to chance. In order to de- 
termine whether or not there is real significance 
in a given instance it is necessary that additional 
samples be obtained. 


CONCLUSIONS: 


Variations in the habits of cancer patients 
eannot be studied without the use of good con- 


TOBACCO 
Cancer Group Control Group 

Users Non-users Unknown Users Non-users Unknown 

ME. PT: Me) ee: M; #2: M.. & “TP: Me ek DR M. F. T. 

Pipe 38 1 39 11 124 135 6 37 43 27 1 28 25 137 162 3 24 27 
Cigarette i i Pe be 4 21 126 147 23 36: 5S 9 4 13 38 434. 172 8 24 32 
Cigar a ee 2 16 125 141 16 36 52 29 0 29 22 136 158 4 26 30 
0 2.4 38 35 134 169 8 27 35 


Chewing 13 
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trols, which are most difficult to obtain. We be- 
lieve our sample to be as nearly satisfactory as 
is reasonably possible to get on a large scale. 

As only large differences between controls and 
cancers need be considered the size of the sample 
is adequate. 

The collection of data on cancer patients with- 
out similar data on controls is valueless in the 
determination of factors influencing the causa- 
tion of cancer. 

Bad teeth in males are more common among 
the cancer group than among the controls. This 
applies to cancer in general and is not limited 
to bueeal cavity cancer. 

Heavy smoking is more common in the cancer 
group than among the controls. In our sample 
heavy smoking was largely pipe smoking and 
was particularly more common in those individ- 
uals with cancer of the buccal cavity. 

The figures gave a suggestion of a hereditary 
predisposition to cancer but the volume of un- 
knowns made definite conclusions impossible. 

The cancer group ate less than the controls 
but this probably is wholly due to the presence 
of the disease. 

Although we realize that the figures in this 
study are too small and incomplete for signifi- 
eant conclusions to be drawn, they are presented 
to show the methods used in order that others 
may conduct similar studies. We feel that other 
independent samples collected in a like manner 
would do much to either prove or disprove our 
findings. 


We wish to make acknowledgment to Dr. Frederick 





Hoffman for the suggestion which instigated this 


study; to Dr. John A. Nichols for his courtesy in 
allowing us to interview his patients at Tewksbury; 
to Miss Mary P. Cronin for collecting material at 
Tewksbury and editing all the questionnaires; to the 
following visiting nursing organizations for giving 
so freely of their time in collecting the data: 
Instructive Nursing Association, New Bedford; Low- 
ell Visiting Nurse Association; Worcester Visiting 
Nurse Association; Brockton Visiting Nurse Associat- 
ion; Community Nursing Association, Boston; Hing- 
ham Visiting Nurse Association; District Nursing 
Association of Fall River; Newton Visiting Nurse 
Association; Fitchburg Visiting Nurse Association; 
and the Lynn Visiting Nurse Association. 
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THE EARLY DIAGNOSIS OF CARCINOMA OF THE RECTUM 


BY DANIEL FISKE JONES, M.D., F.A.C.S.* 


HE diagnosis of carcinoma of the rectum is 
dependent upon an opportunity to see the 
patient, that is, there should never be an error 
in diagnosis after the physician has had an op- 
portunity to examine the patient. Training of 
the laity to seek advice on the slightest sugges- 
tion of any change in bowel habit or sensation, 
or bleeding from the rectum is of the greatest 
importance. Training of the physician to make 
a digital and proctoscopic examination of the 
rectum is of equal importance. The training of 
one group and not the other would accomplish 
nothing. It is a fact that the only early symp- 
toms are a change in bowel habit or sensation, 
and bleeding. 
An early growth before it effects obstruction, 
should cause slight irritation and should cause 
slightly increased peristalsis or a sensation of 
some material still left in the rectum. Carci- 
noma of the bowel ulcerates early and therefore 
bleeding should be an early symptom. The usual 


*For record and address of author see ‘‘This Week’s Issue,” 
Page 524, 





text-book svmptoms, which are late symptoms, 
are: 


(1) Constipation. -This symptom cannot be 
present until the growth blocks the in- 
testine more or less. At the present time 
when mineral oil and catharties are used 
to such an extent the time when this 
symptom makes an impression is much 
later than formerly. One must not only 
inquire about constipation but must ask 
about the increase in the dose of cathar- 
ties and as to whether the patient is tak- 
ing mineral oil. 


(2) Constipation and Diarrhoea. This is a 
text-book symptom which is_ rarely 
spoken of by the patient. Their idea is 
that they have frequent movements after 
constipation because they have taken 
catharties. They rarely admit that they 
have a diarrhoea but do admit that they 
have from three to twenty discharges a 
day. They distinguish between frequent 
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small movements, or movements of pus, 
blood and mucous and diarrhoea. This 
is a late symptom. 

(3) Pain is not a prominent symptom. There 
is a heavy aching feeling across the sa- 
eral region not infrequently, and in very 
late cases with metastases on the side of 
the pelvis there is pain down the sciatic. 
Occasionally there are attacks of lower 
abdominal pain due to obstruction, but 
the great majority of patients deny that 
they have abdominal pain. They fre- 
quently will admit that they have much 
rumbling of gas in the intestines, if they 
are asked. 

(4) Toss of appetite comes on with increas- 
ing obstruction and loss of appetite 
causes 

(5) Loss of Weight. Loss of weight is not 
due to the growth itself, as is shown by 
the fact that patients gain weight after 
a colostomy without removal of the 
growth. 

(6) <Any bleeding from the rectum is as- 
sumed by patients and by many physic- 
ians to be due to haemorrhoids, while 
as a matter of fact any bleeding from 
the rectum should be considered as due 
to carcinoma until it has been proven to 
be due to haemorrhoids. Before obstruc- 
tion takes place, that is with lateral wall 
tumors, the stool is usually formed. The 
blood is, therefore, on the outside of the 
stool and will not give a positive chem- 





rinses 
ical test for blood unless blood is on the 
part selected. After the bowel becomes 
obstructed, the stool is very soft or 
liquid, in which case blood becomes 
mixed with the stool and will give a pos. 
itive chemical test. No blood will be 
found either by chemical tests or ma- 
eroscopically in the narrow scirrhous 
type of growth. 

(7) Age. It must be remembered that ecarei- 
cinoma of the colon and rectum may oe. 
eur at any age. Many eases of earci- 
noma occur in cases twenty years old 
or even younger. 


The above symptoms should be considered only 
as suggestive of carcinoma, and the diagnosis 
made by digital and proctoscopic examinations. 
The electric-lighted sigmoidoscope should always 
be used. No X-Ray examination should be made 
in suspected carcinoma of the rectum or colon 
until digital and proctoscopice examinations have 
been made and the rectum and lower portion of 
the sigmoid found to be normal. Carcinoma of 
the rectum is frequently missed by the X-Ray 
examination. Every effort should, therefore, be 
made to find the growth before one is put off 
the track by a negative X-Ray. 

Early diagnosis is of the greatest importance 
as operation will undoubtedly cure many of 
these cases when operated upon early. The de- 
cision, as to whether the patient should be op- 
erated upon or not, should be made by the sur- 
gveon who has had experience in operating upon 
these cases. 


i ————————— 


CARCINOMA OF THE GASTRO-INTESTINAL TRACT 


BY DAVID CHEEVER, M.D., F.A.C.S.* 


HE fundamental natural history of earci- 

noma of the gastro-intestinal tract is pre- 
cisely similar to that of carcinoma elsewhere. If 
our present concepts are correct, the disease 
starts invariably as a local process, a lawless 
multiplication of epithelial cells forming a tu- 
mor which, unless destroyed in some manner, 
possesses an indefinite power of growth. As it 
grows, it is locally invasive, that is, it encroaches 
upon the tissues of the organ in which it has 
started and destroys them by appropriating 
their blood supply and by pressure. This inva- 
sive proclivity extends indefinitely to every con- 
tiguous structure. In contrast to this progres- 
sive local growth, the tumor disseminates itself 
by the casting off of living cells which are car- 
ried by either the blood or lymph stream to 
distant parts of the body where each cell on find- 
ing a favorable environment may become the 
starting point of a new tumor exactly similar to 
its parent. <A different type of dissemination 
may exist by the casting off of living tumor cells 
into the cavity of the viscus or into the perito- 


*For record and address of author see ‘‘This Week’s Issue,” 
page 524. 





neal cavity, with subsequent implantation at 
some more or less remote point. The rate of 
erowth of the parent tumor and of its metastases 
depends on many factors only some of which are 
understood or suspected; for instance, the 
younger and more vigorous the individual the 
more rapid is the growth of the tumor, presum- 
ably on account of the greater vigor of the tis- 
sues generally and the consequent rapidity of 
cell multiplication. Certain histological types 
of tumor cells appear to show greater rapidity 
of multiplication than others. Thus in general 
it may be said that cells of the embryonic type, 
low in the scale of differentiation, show greater 
vigor of growth than cells of more highly dif- 
ferentiated varieties. Needless to say, we are 
certain that there must be physio-chemical con- 
ditions which favor or oppose the growth of tu- 
mors, of which we have, as yet, little or no un- 
derstanding. 

Granted the correctness of this view of the 
origin of carcinoma, it follows that total local 
extirpation of the primary focus, before dis- 
semination has occurred, will invariably cure 
carcinoma of the gastro-intestinal tract, and any 
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respect in which the latter is unsuccessfully 
handled by surgical art must be chiefly due to 
inability or failure to attain this object. We 
know that a small epithelioma on the cutaneous 
surface of the body widely extirpated before 
dissemination has taken place should afford, in 
theory, a permanent cure in 100% of the cases. 
Experience has abundantly shown that carci- 
noma of the breast, attacked before demonstrable 
metastases have migrated to the regional lymph 
nodes, affords a five-year cure in from 70 to 75% 
of patients. Always in using the word ‘‘cure’’ 
in connection with carcinoma we deprecate its 
literal meaning because we realize that it is 
impossible to be certain that dissemination by 
the lymphatic or blood stream has not taken 
place and because we know that if this has oc- 
curred the secondary tumor in some distant part 
_of the body may be extraordinarily slow in mak- 
ing its appearance. 

Theoretically, we should expect exactly as 
good results in the treatment of carcinoma of 
the internal organs. Disregarding differences 
in growth rate due to the little understood pecu- 
liarities of the neoplastic cells themselves, it is 
evident that three things militate against our 
success : 


First, the delay in diagnosis due to the con- 
cealment of the lesion by its deep situation; 


Second, the frequent inability to perform an 
adequate excision on account of the impossibility 
of sacrificing too much of a vital organ or or- 
gans ; 

Third, the much greater liability to post- 
operative complications due to impairment of 
visceral function, the fear of which deters the 
surgeon from a very thorough operation and 
the occurrence of which may lead to a fatal 
issue. 


The contrast in these respects between an ex- 
ternal and internal neoplasm is very striking. 
In the case of a lesion anywhere on the cutaneous 
surface of the body or in the superficial struc- 
tures like the mammary gland, diagnosis is likely 
to be early and a very radical and mutilating 
operation may be done without impairment of 
vital functions. The same disease in the alli- 
mentary tract, however, presents a far different 
problem. In the oral cavity, while diagnosis 
may be made comparatively early the field of 
excision must necessarily be small, and in the 
pharynx and oesophagus adequate excision is to 
all intents and purposes, incompatible with life. 
In the stomach and intestinal tract we are deal- 
Ing with a condition midway between these two 
extremes. Diagnosis is likely to be much de- 
layed but the possibility of radical removal of 
the lesion is considerable although the problem 
of regional lymphatic metastases is much more 
serious than in the case of the mammary gland; 
and also it must be admitted that the impairment 





of visceral functions attendant on the operation 
is the cause of a much higher mortality rate. 

It cannot be too strongly insisted or too often 
repeated that carcinoma in the gastro-intestinal 
tract is at first a local lesion abundantly ecap- 
able of extirpation and susceptible of complete 
eure. The factors involved are: first, early diag- 
nosis and second, adequate operative removal of 
the disease. 

Early diagnosis implies watchfulness on the 
part of the patient and intelligent interpreta- 
tion of symptoms by his medical adviser together 
with utilization of every known method of exam- 
ination. It is in helping to gain these objects 
that a public cancer campaign like the present 
may be of the highest benefit. 

The classical picture of carcinoma of the stom- 
ach is familiar to all physicians and many lay- 
men. The sufferer is two or three times more 
likely to be a man than a woman and to be in 
the middle or later period of life. Attacks of 
upper abdominal discomfort, ‘‘gas’’ and loss of 
appetite have been succeeded by loss of weight 
and strength, pallor and vomiting. On examina- 
tion there is evidence of mal-nutrition and an 
appearance of illness (cachexia), secondary ane- 
mia and very likely a palpable mass in the epi- 
gastrium or liver. The vomitus may be at times 
bloody and changed_blood is found in the stools. 
Gastric lavage shows a diminished or absent 
hydrochloric acid, evidence of stasis and of 
hemorrhage. This picture, or a slight variation, 
is rarely wrongly interpreted, but unfortunately 
it carries also the death warrant of the patient, 
for the disease has progressed much too far to 
permit of radical extirpation. Diagnosis must 
be made long before this or nothing radical can 
be accomplished by surgery. An analysis re- 
cently made of a series of cases of carcinoma of 
the stomach brings out many helpful points. 
Comparative youth is not incompatible with the 
diagnosis since a few cases occur in the decade 
21-30; 8.4% oceur in the decade 31-40; 24.5% 
in the deeade 41-50; 35.5% in the decade 51-60; 
25.4% in the decade 61-70 and 5% in the decade 
71-80. The prevailing conception that carcinoma 
of the stomach is not likely to occur before 45 
or 50 years of age must be modified. An analy- 
sis of symptoms first complained of in this group 
of patients shows that about 45% first noticed 
epigastric pain or distress, usually, but not 
necessarily, coming on after eating. In some 
11%, belching of gas without especial distress 
was noted. Nausea or vomiting was the first 
complaint in 8.5%. Add to these the occasional 
patient, who first complains of sour stomach, 
dysphagia or a mass in the epigastrium and we 
find that in at least 75% of patients, the earliest 
symptoms, either from their location or char- 
acter point directly to the stomach as their 
source. The remaining 25%, however, who com- 
plain first of general weakness and debility, loss 
of weight, constipation, pallor, back-ache, loss 
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of appetite or general abdominal pain, constitute 
the group in which both patient and physician 
may be gravely misled as to the source and signif- 
icance of the symptoms. 

Unfortunately, it is a very common experience 
that when the onset of symptoms has been fol- 
lowed by correct diagnosis and operation, the 
condition has been too often found to be already 
inoperable. The explanation lies, of course, in 
the insidiousness of the disease and its failure to 
cause svmptoms, due to the fact that the stom- 
ach has a marvelous margin of physiological 
efficiency or even, as is well known its digestive 
function may be largely dispensed with under 
certain conditions without serious interference 
with the patient’s economy. Although the stom- 
ach plays a most important role as a reservoir 
and mill where the digestion of carbohydrates 
is carried on for some time after insalivated food 
has reached it, where proteolytic digestion is be- 
gun and the food mass, as a whole is subdivided 
and liquefied in preparation for intestinal diges- 
tion, it is nevertheless true that these functions 
may be largely abrogated with little effect upon 
the economy, provided only that a reasonably 
clear passage remains to transmit the food from 
the oesophagus,to the duodenum; and provided 
also that hemorrhage from ulcerated tumor sur- 
faces or absorption of toxic material do not at- 
tract attention by the anemia and debility which 
they oceasion. Every surgeon has seen patients 
in whom the stomach was very widely involved 
by disease although symptoms had been present 
for but a brief period. In the analysis above 
mentioned, the duration of symptoms was noted 
in a series of patients in whom the disease was 
found to be so advanced that even an explor- 
atory laparotomy or a palliative operation was 
not undertaken, and it was found to be 2 months 
or less in nearly 10%, from to 2 to 6 months in 
27% and from 6 to 12 months in 13%. Further 
evidence of this is shown in this same series; 
the duration of life in a group of inoperable 
cases after they first came under the observation 
of the surgeon who did not attempt operation 
was four weeks or less in 45% of the eases. Con- 
sidering these facts, it is evident that but few 
cases are found amenable to radical operation. 

How then is earlier diagnosis to be assured ? 
Only by eternal vigilance on the part of patient 
and physician and by the education of the lat- 
ter to use every reasonable means of diagnosis 
and to interpret sagaciously the evidence ob- 
tained. Since doctors, being but human are 
sometimes fallible or careless, it is very desir- 
able that patients should be educated in methods 
of diagnosis sufficiently to demand them, if they 
are not proposed by his medical attendant. Be- 
cause the greater majority of symptoms of which 
a patient may complain have their cause in 
minor functional disturbances which are tran- 
sient and self-limited, it is usually the tendency 
of both patient and physician to minimize their 





a 
importance and employ none but the simplest 
diagnostic measures. Doubtless if every symp- 
tom were always considered by the physician jn 
the light of its most serious possible interpreta. 
tion an enormous amount of unproductive diag. 
nostic effort would be wasted, but it is safe to 
say that there would be a most satisfactory jn. 
crease in the number of cases of carcinoma of 
the stomach which were found at operation to 
be operable. A reasonable mean between the 
two extremes should be striven for. Any symp. 
toms pointing toward the stomach or epigastrie 
organs which are not relieved by symptomatie or 
expectant treatment in the course of a week or 
two should be subjected to adequate diagnostic 
serutiny. These symptoms in their order of fre. 
queney may be enumerated as pain in the epigas- 
trium, a sense of fullness and distress after eat- 
ing; sensations of the accumulation and belching 
of gas, anorexia, nausea or vomiting; in faet, 
any noteworthy change in the patient’s digestive 
habit should receive serious attention. More- 
over symptoms of less pointed significance 
should not be ignored. If a previously nor. 
mal individual is noted gradually to be becoming 
pale or to lose weight or to seem lacking in 
strength and ambition or to be complaining of 
loss of appetite or dorsal back-ache, it should be 
assumed that some organic cause exists for such 
phenomena rather than that the condition may 
be dismissed as due to some trifling disarrange- 
ment of function. 


METHODS OF DIAGNOSIS 


A carefully taken and critically analyzed his- 
tory is the most important preliminary method 
and will often permit diagnosis. In the obvious- 
ly neurotie or chronically dyspeptic individual 
who has had for years a more or less vague 
symptom-complex pointing to the stomach and 
who does not present any noteworthy change 
especially of an objective character like loss of 
weight, anemia or vomiting, the distory is much 
less likely to be significant than in a previously 
well individual who gives a story of a possibly 
slight but persistent complaint which has not 
yielded to simple measures. The next step is 
a thorough physical examination which is likely 
to be negative, but may disclose a mass in the 
epigastrium which moves downward with in- 
spiration. A widespread belief exists that when 
carcinoma of the stomach has advanced suff- 
ciently to show a palpable mass, it is almost cer- 
tain to have reached the inoperable stage. This 
is erroneous. Statistics show that in about 70% 


of cases the disease starts at or near the lesser 


eurvature between the incisura and _ pylorus, 
which is precisely that portion of the stomach 
which, being covered neither by the costal arches 
or liver is most readily accessible to palpation; 
moreover the nearer to the pylorus the growth 
is the more likely is it to have caused early 
symptoms on account of obstruction to the out- 
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flow of the gastric contents and the more amen- 
able it is to treatment. A person who has lost 
a good deal of weight from pyloric obstruction 
and who presents a discrete movable mass in 
the episgastrium is quite likely to prove to be 
a highly favorable case for radical operation. 
More often, unfortunately, the thick panniculus 
and the rectus muscles make it impossible to 
feel the tumor, even when it has reached con- 
siderable dimensions. Other positive findings 
on examination such as enlargement or nodular- 
ity of the liver or a small hard insensitive mass 
in the abdominal wall at the umbilicus or a hard 
gland behind the left sterno-clavicular articula- 
tion near the thoracic duct are indicative of al- 
ready existing metastases which render radical 
operation hopeless. Still later manifestations 
such as jaundice indicating widespread involve- 
ment of the liver, ascites and secondary im- 
plantation masses felt in other parts of the ab- 
domen, perhaps by rectal or vaginal examina- 
tion, are characteristic of the latest stages of 
the disease. 


Analysis of the gastric contents is hardly like- 
ly to be more than suggestive. The finding of 
a partial or complete achlorhydria especially 
with the presence of blood and evidence of stasis 
is strongly suggestive but there are many non- 
surgical causes for diminished acidity, especially 
pernicious anemia, and blood may be due to a 
peptic uleer or to rupture of varices about the 
cardia or to traumatism by the tube. The 
demonstration of tumor cells in the debris from 
the stomach is too rare and difficult to be of much 
use. As a working rule, subject to many ex- 
ceptions, it may be said that a simple ulcer is 
almost always associated with a high or at least 
a normal acidity while carcinoma usually is 
characterized by the diminution or even the 
absence of hydrochloric acid. The demonstra- 
tion of persistent occult bleeding by examination 
of the stools is important but obviously may be 
due to ulceration anywhere in the alimentary 
tract and does not indicate its location. By 
far the most important method of examination 
is by x-ray. Fluoroscopy and films after the pa- 
tient has taken an opaque medium like barium 
sulphate will give a diagnosis of carcinoma of 
the stomach in a very high percentage of all 
cases and will give evidence of the presence of 
a lesion of uncertain type in most of the re- 
mainder. The typical filling defect of carcinoma 
is unmistakable. In patients whose disease has 
not progressed sufficiently to produce this de- 
feet it will almost always be possible to arrive 
at a diagnosis by observing the failure of a 
peristaltic wave to pass over a certain area of 
the stomach, thus indicating an induration and 
loss of elasticity in the wall at that point, or 
the disturbance of the normal rugae of the 
mucous lining over a given area will indicate a 
similar change. Broadly speaking it is only the 


very unusual type of carcinoma situated at the 
extreme fundus of the stomach to the left of the 
cardia and not encroaching upon it, which may 
escape observation, and it should be noted that 
in most instances where the appearances justify 
a doubt they present nevertheless as alternative 
diagnoses lesions which justify or demand opera- 
tive exploration. Such instances are certain 
types of gastric or pyloric ulcer, and gall blad- 
der, pancreatic or transverse colon lesions which 
distort the outline of the stomach or interfere 
with its function. But in relation to x-ray a 
warning should be issued that such an examina- 
tion in the hands of an inexperienced man may 
be inconclusive or wholly misleading and may 
be much worse than no examination at all be- 
cause if a mistake is made it may lead to a false 
feeling of security and to fatal delay. 


An exact and thoroughly justifiable method of 
diagnosis in certain instances is a surgical ex- 
ploration. The laity should be educated to un- 
derstand that such an incision, in the hands of 
a skilful surgeon, is nearly harmless and will 
be quickly recovered from and is far to be pre- 
ferred to the uncertainty and possibly fatal de- 
lay in doubtful cases. Surgeons themselves 
should adopt as a routine procedure, except 
where contra-indicated, the manual exploration 
of ali the abdominal contents including the 
stomach, whenever the abdomen is opened for 
any other purpose. This gospel has been 
preached by the masters of surgery ever since 
the abdominal cavity has become a legitimate 
field for their art, and yet it is surprising how 
widespread is the neglect of it. In a recent trip 
to Europe, thirteen important surgical clinics 
were visited by the writer and in hardly any 
instance was this routine abdominal exploration 
carried out. It is certain that some early in- 
stances of carcinoma of the stomach would thus 
be disclosed. 

Tf the patient’s general condition is such as 
not to preclude radical operation the physician 
should never permit himself to be totally dis- 
couraged by the apparent extent of the growth. 
In very many instances the lesion is confined to 
the stomach for a long period and the first re- 
lay of regional lymph nodes, situated as they 
are, especially along the lesser curvature of the 
stomach at the attachment of the gastro-hepatic 
omentum, do not preclude the possibility of 
radical removal. One of the surprising facts 
brought out by the analysis above mentioned 
is that in the whole series of patients who were 
explored there were metastases in the liver in 
only 23.3% and that among a series of patients 
who died of the disease without operation and 
who were examined post-mortem metastases had 
not yet taken place to the liver in 22.8%. In 
other words in a considerable number of pa- 
tients although the disease may be locally ex- 





tensive in the stomach it does not become totally 
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inoperable by virtue of hepatic metastases. A 
further very important justification for opera- 
tion is the fact that if it discloses a radically 
inoperable condition it is very often possible to 
perform a palliative operation for the relief of 
the obstruction which may make the patient 
quite comfortable until a short time before his 
death. 


The results of exploration on a series of pa- 
tients showed that over 60% presented a con- 
dition too advanced for any attempt at radical 
or palliative operation. In 22.4% it was pos- 
sible to do only a palliative operation for the 
obstruction or for perforation, involving a mor- 
tality of 13% which was largely due not to the 
seriousness of the operation performed but to 
the severity of the condition which made oper- 
ation imperative. In less than 10% of pa- 
tients was it possible to attempt a radical oper- 
ation, which carried an operative mortality of 
13%. Those who recovered, lived a varying 
number of years and a number are still living 
after a lapse of time which justifies the belief 
that a radical cure has been effected. Such a 
record would be discouraging were it not for 
the absolute conviction on the part of experi- 
enced surgeons that with early diagnosis it may 
be vastly improved. 


CANCER OF THE INTESTINAL TRACT 


The duodenum, jejunum and ileum are extra- 
ordinarily immune from carcinoma. The mere 
fact that a distorting or deforming lesion is 
noted by x-ray to be beyond the pylorus justi- 
fies the radiologist in saying that it is uleer 
rather than cancer which, of course, is cor- 
roborated by other characteristics. A neoplasm 
which begins just proximal to the pylorus may 
spread up the lesser curvature and over both 
surfaces of the stomach and yet appears to be 
arrested at the pylorus from extension distally. 
An exception to this rule is a not very uncom- 
mon form of carcinoma originating at the biliary 
papilla and thence spreading, by continuity, to 
the duodenal wall. Involving eventually as it 
does the common bile duct, pancreatic duct and 
the pancreas itself and being in such close prox- 
imity to other important structures, this lesion 
is practically inoperable. Occasionally a for- 
tunate circumstance will permit a radical re- 
section at the expense of a very high mortality 
rate, but it cannot be expected that in this sit- 
uation a neoplasm will ever offer a brilliant sur- 
gical prospect. In the jejunum and ileum, ear- 
cinoma is so rare that but one case has been 
observed at the Peter Bent Brigham Hospital in 
the fifteen years of its existence. This part of 
the alimentary tract then may be ignored in a 
discussion of carcinoma for the purposes of a 
public campaign for cancer control. 


The colon is however a region affected by 
¢arcinoma in more than one-half as many cases 








as the stomach and here we find that our record. 
is decidedly more reassuring. The eolon jg 
physiologically less important to the individual 
than is the stomach and it is evident that the 
relatively small portion of its total length. which 
is the seat of a malignant neoplasm may be re. 
moved without impairment of function. More. 
over the colon is anatomically more accessible 
and on account of the simplicity of its blood 
supply and other relations is technically more 
easily operated on. Still again, the fact that its 
lumen is so much less than that of the stomach 
causes an obstructing lesion to cause symptoms 
at a much earlier date especially in the distal 
colon whose contents are of a pultaceous or semi- 
solid consistency. Metastases seem on the whole 
to occur later in a lesion of the colon than of 
the stomach and the long mesentery permits the 
first relay of regional glands to be comparatively 
easily extirpated. Finally, it is well known that 
an operation in the lower abdomen is less serious 
in regard to possible post-operative complica- 
tions than an operation of equal severity in the 
upper abdomen, chiefly due apparently to the 
liability of the latter to pulmonary complica- 
tions on account of the close proximity of the 
thoracic cavity. For these reasons carcinoma 


of the colon is likely to permit of earlier diag- ° 


nosis and of technically easier and less danger- 
ous operative removal than the same disease in 
the stomach. 

A review of the records of the Peter Bent 
Brigham Hospital from its foundation in 1913 
to the end of 1927 shows a total of 183 cases of 
carcinoma of the colon (carcinoma of the rectum 
involving also the lowest portion of the sigmoid 
is not here considered). The age incidence is 
shown in the following table: 




















Age No. of cases Per cent. 
21-30 7 3.8 
31-40 14 7.6 
41-50 30 16.4 
51-60 65 35.5 
61-70 44 24.0 
71-80 17 9.3 
81-90 2 1.09 





While this table shows, as is usual in mal- 
ignant disease, that the maximum incidence is 
in the sixth decade when 35.5% of the cases oc- 
curred (which is exactly the same figure as in 
the case of carcinoma of the stomach), it is 
very important to know that nearly 4% of the 
instances occurred in persons 30 years of age or 
under,—nearly four times as many as in the 
ease of the stomach. Moreover an appreciable 
number occurred in the ninth decade which 
period showed no instances of carcinoma of the 
stomach. ~The disease in the colon therefore ap- 
pears to be more prevalent in comparative youth 
and in extreme age than is carcinoma of the 
stomach and evidently it is necessary for the 
practitioner to bear this in mind although his 
preconception of cancer as a disease of middle 
life is very strong. 
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In this series of cases the location of the dis- 
ease was as follows: right colon including the 
caecum and hepatic flexure, 48 cases or 26.2% ; 
transverse colon, 17 cases or 9.3% ; splenic flex- 
ure and descending colon 20 cases, or 10.9%; 
sigmoid flexure 77 cases or 42%. The location 
is of great importance as bearing on the symp- 
tomatology because the fecal current is liquid 
when it passes through the ileocecal valve, be- 
comes less fluid or even pultaceous in the trans- 
verse colon and loses still more of its water in 
the descending colon and sigmoid. Therefore a 
degree of blocking of the lumen which would 
cause partial obstruction in the left colon would 
not act thus in the right colon and this is the 
more true because the lumen of the descending 
colon is as a rule considerably less than that of 
the more proximal portion of the bowel. 


If the physician carries in his mind a single 
and relatively unvarying clinical picture of car- 
cinoma of the colon he is likely to be perplexed 
and misled because the disease in the right colon 
presents such a very different picture from that 
in the left colon, with the transverse portion of 
the bowel intermediate between the two. In the 
caecum and ascending colon the disease is ex- 
tremely insidious, and obstructive symptoms ap- 
pear only very late, if at all because the liquid 
fecal stream can find its way through a very 
small lumen. For a long while after the onset 
of the disease there are probably no symptoms 
at all. After ulceration of the surface of the 
neoplasm occurs the irritation may cause spasm 
and painful contraction of the bowel expressing 
themselves as mild attacks of colicky pain. 
These have no definite relation to eating or to 
bowel movements. A sense of fullness and ac- 
cumulation of gas is often complained of which 
is misleading since as a rule the diseased colon 
is irritable and empty. Such vague symptoms 
referred to the right iliac fossa often lead to the 
diagnosis of disease of the appendix, leading 
all too often to the removal of that organ through 
an incision too small to permit of adequate ex- 
ploration. The stools are usually normal in 
gross appearance but if carefully followed will 
show the persistent presence of small amounts 
of blood,—often only to be determined by chem- 
ical test. “Sometimes the irritability of the colon 
at the diseased point is propagated to the distal 
part of the bowel causing a tendency to fre- 
quent loose stools. Physical examination will 
often reveal nothing except a vague and incon- 
stant sensitiveness over the right colon often 
with slight muscle spasm. Later when the dis- 
ease has become more advanced a massive firm 
Insensitive tumor may be felt which does not 
descend with respiration and is more conspicuous 
anteriorly than in the lumbar region. X-ray 
after the ingestion of the opaque meal may show 
little or nothing because the barium is so un- 
évenly scattered and dispersed that this portion 





of the colon is not outlined. There may be a 
tendeney to stasis in the terminal ileum due 
to spasm of the ileocecal valve or to actual ob- 
struction at that point, but at the region of the 
tumor itself the bowel is likely to be empty. If 
suspicion points at all to a lesion of the colon 
a barium enema should never be omitted. This 
may show enough obstruction to prevent com- 
plete filling of the bowel proximal to the lesion 
or a certain degree of irregularity of contour 
may be noted together with a tendency on the 
part of the bowel to refuse to harbor the barium 
without irritable contraction. In carcinoma 
originating in the caecum it is not very un- 
usual for the growth to obstruct the lumen of 
the appendix at its junction with the caecum 
and thus by producing an appendiceal block to 
cause a true and characteristic attack of acute 
appendicitis which may lead to operative re- 
moval of the appendix without the discovery of 
the underlying disease. Another not uncom- 
mon complication is perforation of the bowel 
causing either peritonitis or a retrocecal and 
extra-peritoneal abscess forming a tender mass 
accompanied by symptoms of constitutional dis- 
turbance. 


The point for physicians to remember is that 
persistent discomfort and pain in the right abdo- 
men if unaccounted for by other causes and espe- 
cially if accompanied by gross or chemical traces 
of blood in the stools should indicate the neces- 
sity of an exploration which will not be sufficient 
if carried on through a small incision adequate 
only for the removal of the appendix. The in- 
sidiousness of this disease and the occasional 
futility of the most conscientious care on the 
part of both physician and patient are illus- 
trated by the case of W. H. D. (S. No. 29995) 
a man 68 years of age who entered the Brigham 
Hospital on October 31, 1927. 


The history showed that the patient consulted a 
competent and careful physician in March 1925 be- 
cause he had read of the importance of periodic 
health examinations and thought it advisable to be 
looked over. He had no symptoms of any sort and 
a careful general examination was essentially nega- 
tive and he was given a clean bill of health. He re- 
perted on December 3, 1925 that he felt perfectly 
well. On March 16, 1926 he reported that he had 
been perfectly well during the year since his first ex- 
amination and another complete physical examina- 
tion was negative except for some evidence of arterio- 
sclerosis. Nearly 19 months later in October 1927 
he again consulted the physician saying that he did 
not feel quite so vigorous, that his appetite was not 
so ravenous and that he was a little short of breath 
on exertion and got more easily tired, and noticed 
slight dizziness on bending over,—complaints quite 
compatible with his age which was now 68. There 
were no symptoms of indigestion and the stools were 
regular and normal. On this occasion his physician 
found that he had lost five and a half pounds of 
weight since the first examination and that he did 
not look as well as formerly. The liver border which 
had always been palpable seemed of rather firm con- 
sistency. The blood showed a slight secondary 
anemia. Stool examination showed positive guiac 
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and benzidine tests. Barium x-ray studies were at 
once made and showed a filling defect at the hepatic 
flexure, with moderate proximal stasis. Operation 
was at once advised and on November first the abdo- 
men was opened and an extensive adenocarcinoma of 
the hepatic flexure was found with metastases to 
mesenteric glands, numerous metastases in the liver 
and numerous small peritoneal implantations through- 
out the abdominal cavity. Radical cure was of 
course out of the question and a palliative colo- 
colostomy seemed indicated to prevent obstruction 
which it seemed must necessarily soon appear, but 
it was realized that the patient was constantly los- 
ing blood and his condition seemed so good that it 
appeared justifiable to resect the growth with a view 
to stopping hemorrhage and averting obstruction at 
the same time. The operation was apparently well 
berne but ten days later the patient succumbed to 
peritonitis and pulmonary complications. Autopsy 
showed in addition to the findings already mentioned 
metastases to the lungs and a secondary area of 
adenocarcinoma in the distal part of the transverse 
colon, apparently a transplant from the first. From 
our knowledge of the natural history of the disease 
it seemed certain that this malignant process, which 
is usually of slow growth in an elderly man, must 
have: been well established at the time of his first 
periodical health examination more than two and a 
half years previously, and yet, there was absolutely 
no cause to suspect its existence. It is evident that 
the disease is so insidious that it may be impossible 
of diagnosis at an operable stage unless indeed a 
complete gastro-intestinal barium study including an 
enema is to be part of every periodic health examina- 
tion. 

The typical neoplasm of the left colon presents 
symptoms almost solely due to obstruction of 
the lumen of the bowel. A slight constipation 
is noted or any already existing degree of con- 
stipation increases. As time goes on a tendency 
to generalized colicky pain appears, usually be- 
low the level of the umbilicus, a sensation of 
abdominal fullness and accumulation of gas 
sometimes precedes this pain which is relieved 
by a bowel movement. Attentive daily observa- 
tion of the stools by the patient will usually 
show from time to time a small amount of 
relatively fresh blood, although usually the pa- 
tient on questioning will state that he has noted 
nothing abnormal. As time goes on, constipa- 
tion, the attacks of colicky pain and the ab- 
dominal distension increase and the former is 
sometimes alternated with brief attacks of diar- 
rhoea, due apparently to nature’s effort to over- 
come the increasing obstruction by liquefying 
the stools. Up to this time physical examination 
may be absolutely negative or in a favorable 
subject a small mass may be felt in the left 
abdomen which does not disappear after cathar- 
sis or on enema. In the ease of the sigmoid 
flexure the best chance of feeling the mass is 
for the examiner, with the patient lving on his 
side, to make a bimanual examination with one 
finger in the rectum and the other hand pal- 
pating the abdomen. Rectal examination alone 
is usually negative; a stool examination sooner 
or later will show either grossly recognizable 
blood or positive chemical tests and x-ray ex- 
amination, after the ingestion of barium by 








mouth will show a tendency to stasis, but it 
will be a matter of good fortune if any single 
film shows clearly the neoplastic constriction, 
If the slightest suspicion of its presence exists 
however, a barium enema should be invariably 
made which will give positive evidence of an ob- 
structing constriction in a very high percentage 
of patients who show the symptoms above men. 
tioned. As the disease progresses, enlargement 
of the liver may be noted from metastases, or 
other manifestations of a disseminated malignant 
process. It is more usual, however, before evi- 
dence of this condition appears, for the neo- 
plastic obstruction to shut down entirely and 
cause the well known symptoms of low intestinal 
obstruction,—obstipation, failure to pass gas, 
abdominal distension, generalized colicky pain, 
and vomiting at first gastric in character and 
becoming progressively biliary, jejunal and semi- 
fecal as the days go by. If the symptoms ap- 
proach those of complete obstruction, barium 
should never be given by mouth. 


This picture which carries such a threat of 
fatal consequence must not discourage the phy- 
sician from immediately seeking competent sur- 
gical advice, for these neoplasms of the left 
colon, especially of the sigmoid flexure where 
they are most common may have existed so long 
that they have completely occluded the bowel 
and caused total obstruction and yet still them- 
selves be wholly local and susceptible of a com- 
plete operative removal with permanent cure. 

The symptomatology and diagnosis of earei- 
noma of the transverse colon are intermediate 
in character between those typical of the right 
and left portions of the bowel and need no spe- 
cial description except the notation that because 
of its position such a lesion is much more easily 
demonstrated by palpation and therefore likely 
to be diagnosed rather early. 

As a foil to the somewhat discouraging pic- 
ture drawn above of the fatal insidiousness of 
carcinoma of the right colon, mention may be 
made of a certain day in July 1918 when two ‘ 
patients were operated on at the Peter Bent 
Brigham Hospital. 


The first, C. L. M., a man age 53 years, who had 
had chronic pulmonary tuberculosis and a duodenal 
ulcer for years, sought advice for nocturnal polyuria. 
The history brought out the existence of constipation, 
distress after eating, belching of gas, for a long 
period and the presence of occasional occult blood 
in the stools—symptoms attributable to the ulcer. 
For about a year there had been attacks of colicky 
abdominal pain, relieved by belladonna and gross 
blood had been noted occasionally in the bowel move- 
ments, supposedly due to hemorrhoids. The polyuria 
complained .of proved to be of no importance but 
fortunately routine physical examination showed a 
small mass in the right abdomen. The stools showed 
persistent occult blood. Barium by mouth showed 
some stasis in the caecum and by enema a slight de- 
lay at the hepatic flexure, with irregularity of out- 
line but no obstruction. Immediate operation was 
done and a large malignant tumor involving nearly 
the whole of the ascending colon with secondary 
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adhesions to the proximal part of the transverse 
eclon, was removed and the ileum anastomosed to 
the transverse colon end to side. Pathological ex- 
amination showed adenocarcinoma. An _ uninter- 
rupted convalescence ensued and now ten years later 
the patient shows no evidence of recurrence and has 
been actively engaged in his profession without symp- 
toms referable to the disease. It is worth noting 
that three years before he came under observation 
an alleged “chronic appendix” had been removed 
elsewhere through a small incision without relief. 
There can be no question that at that time the neo- 
plasm was present and easily demonstrable if the 
surgeon’s hand had been introduced into the abdo- 
men and the viscera palpated. 


The other patient was a woman, M. L. E. (Brigham 
Hospital No. S. 9003) age 60, who had always been 
slender, and had had poor appetite and irregular 
constipated bowel function requiring daily use of 
cathartics for years. One year previously had oc- 
curred an attack of obstipation, pain and vomiting, 
relieved after three days by enemata and turpentine 
stupes. Since then she had complained of lassitude, 
fatiguability, increasing constipation and tenderness 
in the left lower abdomen and more or less constant 
dull pain in that region, not relieved by anything in 
particular. She had never noted blood in the stools. 
. Examination showed a small mass in the left lower 
quadrant. Rectal examination was negative. Barium 
x-ray studies showed a filling defect at the junction 
of the descending colon and sigmoid without obstruc- 
tion. At operation a malignant adenocarcinoma in 
the descending colon with its mesentery was re- 
sected. An end to end anastomosis was made with- 
out any proximal temporary colostomy. The con- 
valescence was uninterrupted. Pathological examina- 
tion showed adenocarcinoma with metastases to the 
mesenteric lymph nodes. Eight years later she had 
no symptoms referable to the disease and barium 
x-ray studies showed a normal gastro-intestinal tract. 
She died soon afterward of an acute non-related dis- 
ease. } 


It scarcely needs to be pointed out that an 
attack of obstipation severe enough to cause 
pain and vomiting of three days’ duration 
should have led at once to every appropriate 
diagnostic measure. It is precisely in such 
chronically constipated ailing women that the 
significance of symptoms is disregarded. 

The story of another patient illustrates extra- 
ordinarily the amenability of this disease to sur- 
gical relief. 


M. E. F., a woman age 32, (Brigham Hospital No. 
S. 30774), came under observation on February 27th, 
1928. She began to notice blood in the stools about 
four and a half years previously and was treated 
locally for alleged hemorrhoids. She became anemic 
and debilitated and had malaise, weakness and dizzy 
spells. For the last three years she had also noticed 
a few clots in the menstrual flow but the periods were 
otherwise normal. Appetite was excellent through- 
out and there was a moderate tendency to constipa- 
tion. About three months before admission she be- 
gan to notice a dull pain in the lower abdomen, un- 
related to any physiological function. None of these 
symptoms however were sufficient to keep her from 
uninterrupted work. On January 10th she consulted 
a physician on account of the pain. A mass was felt. 
in the abdomen which the patient stated was freely 
movable, and which sometimes lay below the umbil- 
icus but could readily be pushed up to the costal 
margin. A diagnosis of fibroid tumor of the uterus 
was made and a laparotomy performed at which 





time a malignant tumor, variously stated by her at- 
tendants to be of the stomach and of the sigmoid 
was found. Extensive metastatic glands were said 
to have been present, one of which was removed for 
diagnosis and was later reported by a competent 
pathologist to show chronic inflammation. The 
wound was closed and the patient sent home after 
ten days with the diagnosis of inoperable cancer. 
She had two x-ray treatments. Three weeks after her 
return home, the wound burst open and a profuse 
fecal discharge appeared which had since persisted. 
On admission to the Brigham Hospital examination 
showed a moderately anemic, somewhat emaciated 
and asthenic intelligent young woman with a large 
firm insensitive mass in the abdomen subjacent to 
a partially healed wound at the upper angle of 
which was a granulating sinus with a profuse fecal 
discharge. Vaginal examination showed a normal 
cervix, uterus and adnexae. Rectal examination was 
negative. Barium x-ray examination showed irregu- 
larity of the transverse colon and narrowing and 
fixation of a loop of sigmoid at a point subjacent 
to the abdominal wound. The patient and her fam- 
ily were eager to grasp at the very remote possibility 
offered by another operative attempt. Operation was 
dene on March 2, 1928 under the difficulties occa- 
sioned bv the presence of a fecal fistula and an 
old infected wound. A huge malignant mass, pri- 
mary in the transverse colon and involving by direct 
extension an adherent loop of ileum and of sigmoid 
flexure and also the greater curvature of the stomach, 
as well as the abdominal wall, was found. However, 
exploration showed no involvement of the liver and 
no certain evidence of metastases to lymph nodes. 
Complete removal was done involving resection of 
the transverse colon, a loop of ileum and of sigmoid 
and of stomach and abdominal wall. An end to 
end anastomosis of the ileum was made, the sigmoid 
and stomach repaired and the ends of the resected 
transverse colon brought out of the wound accord- 
ing to the Mikulicz procedure. It was impossible to 
obtain an aseptic field on account of the fecal fistula. 
The patient survived the immediate operation sur- 
prisingly well, but died in five days of peritonitis. 
Autopsy showed satisfactory repair of the intestinal 
anastomoses without evidence of leakage and that the 
peritonitis was due to the necessity of working in 
an already infected field, but the point of vast signi- 
ficance is that it showed absolutely no evidence of 
metastases to liver or lymph glands, even the mesen- 
teric nodes being uninvaded. In other words, after 
nearly four and a half years of bleeding and in spite 
of the very extensive local growth of the malignant 
tumor it nevertheless had not disseminated itself by 
the blood or lymph stream and was perfectly sus- 
septible of successful and complete removal. Had the 
radical operation been done seven weeks earlier at 
the time of the first fruitless exploration it would al- 
most certainly have been successful. Had it been 
done at any time during that long period of relatively 
symptomless bleeding from the rectum its success 
would have been still more assured. It should be 
added that careful questioning of the patient failed 
to reveal that any of the usual symptoms of hemor- 
rhoids had ever existed. 


In the Brigham Hospital series above referred 
to comprising 183 cases of carcinoma of the 
colon, 30 patients were not operated on because 
either operation was refused or it afforded no 
prospect of palliation or cure. In 13 patients, 
a simple exploration was done which showed an 
inoperable condition either for palliation or cure. 
There was no mortality in this group. In 65 
patients palliative operations were carried out 
with 26 deaths or a mortality of 40%. These 














PTS sone OP adits a Ne Ti ARE ri! a 





496 GENITO-URINARY TRACT MALIGNANCY—SMITH N.E. J. of 
April 26, 1928 





operations comprised drainage of peritonitis 
caused by perforation of the malignant disease 
or colostomy for complete obstruction. There 
were a few instances of entero-colostomy or colo- 
colostomy to sidetrack the growth and relieve 
obstruction. This large group of palliative op- 
erations included, as the very high mortality 
shows, mostly desperate cases in which opera- 
tive relief was offered as a last resort. Most 
of these operations were done under novocain 
and no such operation was withheld if it offered 
any reasonable chance of temporary relief from 
an unsupportable condition. There were 74 
radical resections with 12 deaths, giving a mor- 
tality rate of 16.2%. The 62 patients in this 
group who made an operative recovery left the 
hospital relieved of their symptoms and many, 
as in the two instances cited above, have lived 
many years and may be considered ‘‘cured’’. 
The final figures in the follow-up statistics of 
these patients are not as yet available. 

From the point of view of those who are in- 
terested in the American Society for the Control 
of Cancer, Inc., what interpretation may be 








made of this brief review of the status of ear. 
cinoma of the gastro-intestinal tract as regards 
its feasibility of cure? There can be but one 
answer: that the disease is curable and that 
while we await the demonstration of the cause 
of eancer which will be followed in all probabil. 
ity by the discovery of a non-surgical method of 
cure, immense progress may be made in the 
efficiency of the surgical treatment through the 
education of both physician and layman. The 
latter must disabuse his mind of the gloomy con- 
viction that cancer is hopeless; the former must 
be aroused to take action at the first warnings 
of the disease. The earliest symptoms of cancer 
wherever situated in the human body are trivial 
in character,—it follows then that all trivial 
symptoms unless they yield promptly to simple 
measures must be considered potentially as the 
first evidence of a terrible but curable disease 
and subjected to every available and proper 
diagnostic measure. The promotion of these ob- 
jects by a campaign of education constitutes at 
present the most promising way of winning. 
ground in the fight against cancer. 


a 





—— 


MALIGNANT DISEASE OF THE GENITO-URINARY TRACT 


BY GEORGE GILBERT SMITH, M.D., F.A.C.S.* 


TUMORS OF THE KIDNEY AND URETER 


On March 14, 1925, J. W. C.—, a carpenter 68 years 
of age, was referred to me by Dr. E. M. Fuller of 
Bath, Maine. His sole complaint was hematuria. 
The first attack of this was in September, 1923. No 
more blood was seen for one year; he then bled 
again and had had several attacks since. Except for 
the difficulty which he experienced in passing clots 
of blood, he had no urinary symptoms. There had 
been no pain in the loins, no loss of weight or 
strength. On abdominal palpation the lower pole of 
the right kidney was easily felt; it was nodular, 
movable, and as large as a small orange. The left 
kidney was not palpable. The prostate was small 
and soft and there was no residual urine. The urine 
was hazy and showed a slightest possible trace of 
albumen, no sugar, 5-10 red blood cells and 2-4 leuko- 
cytes per field, one large clump of pus, and 3 granu- 
lar casts. Cystoscopy showed a normal bladder. 
Both ureters were catheterized; a divided function 
showed 15% of phthalein from the left kidney and 
but 5% from the right. A right pyelogram showed a 
filling defect of the lower and middle calyces which 
was typical of renal tumor. On March 25, 1925 a 
right nephrectomy was done. The kidney tissue in 
its lower 2/3 was replaced by a hypernephroma. 

Two years later the patient returned for examina- 
tion. He felt well, was working regularly, and 
showed on careful examination no evidence of recur- 
rence. 


In this case the presenting symptom was 
hematuria, a sign which always demands cysto- 
scopic investigation. Hematuria usually brings 
the patient to his doctor post haste, but it is a 
sad fact that not infrequently the patient is 


*For record and address of author see ‘‘This Week’s Issue,”’ 
page 524. 





dismissed with ‘‘reassurances’’ and the promise 
to investigate ‘‘if the bleeding keeps on’’. 

In the majority of cases of renal tumor hema- 
turia is not the first symptom. In a study of 62 
cases of hypernephroma occurring at the Massa- 
chusetts General Hospital Smith and Shoemaker 
found that only 27 of the 62 cases showed gross 
blood in the urine; the most consistent finding 
was that of tumor. An enlarged kidney was 
found in 48 cases, in some of which the patient 
himself had first noticed the mass. Every case 
of enlarged kidney should be regarded as sus- 
picious, whether or not it is accompanied by 
hematuria, and should be subjected to cystoscop- 
ic study, for it is possible to have an advanced 
hypernephroma without hematuria or pain. Pain 
was noted. in 32 of these 62 cases, but pain is of 
course a less reliable symptom than tumor or 
hematuria. 

Epithelial tumors of the kidney pelvis are 
much less common than hypernephroma. In 
1922 Smith and Gilbert collected from the litera- 
ture 178 cases of tumors primary in the renal 
pelvis, and added one more. In these cases 
hematuria is the most prominent symptom, oc- 
curring in over 70% of the papillary group and 
in 50% of the non-papillary group. In the for- 
mer group the tumors vary in malignancy from 
the benign papilloma to the papillomatous 
adenoma; from these tumors, because of their 
friability and their formation, fragments are 
likely to break off and become implanted along 
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the ureter and in the bladder. Consequently 
the entire ureter, as well as the kidney, should 
be removed. The non-papillary carcinomas of 
the renal pelvis involve the ureter only by exten- 
sion, not by transplantation. Since they are 
less likely to bleed than the papillary tumors, 
they do not give symptoms so early, and are 
likely to have given rise to metastasis before 
they are discovered. 

Embryonal neoplasms occurring in the kidney 
of infants are usually discovered because of the 
tumor which they produce in the flank. Hugh 
Young states that these tumors frequently orig- 
inate from the retroperitoneal tissues about the 
kidney, involving the kidney in their growth. 
Their removal is indicated but recurrence is the 
rule. 

Tumors of the ureter are rare. Jeanbrau in 
1914 had collected only 30 cases of primary tu- 
mor of the ureter. (H. H. Young.) In the one 
ease which I have seen, the tumor arose just 
within the ureteral orifice and prevented the 
passage of a ureteral catheter. This was a high- 
ly malignant carcinoma which recurred in spite 
of the removal of the kidney, ureter and adja- 
cent bladder wall. 

Primary ureteral tumor may be suspected if 
the jet from the ureter is bloody and the urine 
drawn by the ureteral catheter from the renal 
pelvis is clear. The diagnosis may be made cer- 
tain, or practically so, by a ureterogram. 


TUMORS OF THE BLADDER 


A man of 45 was referred to me on March 30th, 
1928, by Dr. F. C. Gunter, because on several consecu- 
tive examinations of the urine numerous red blood 
cells were found in the sediment. The urine had 
never been grossly bloody, nor had the patient no- 
ticed any symptoms except a slightly increased fre- 
quency of urination and a slight discomfort in the 
suprapubic region first felt 9 months ago. Cysto- 
scopy showed a solid, round, pedunculated tumor, 
evidently malignant, rising from the roof of the blad- 
der. At operation, April 7th, the condition was found 
to be as it appeared through the cystoscope. A sec- 
tion of the bladder wall with the tumor rising from 
the center was excised with the diathermy knife. 
Pathological examination of the specimen removed 
showed it to be a squamous cell carcinoma of moder- 
ate malignancy. There was no evident involvement 
of the bladder wall. 


This edse illustrates the importance of careful 
urinalysis and of eystoscopic investigation when 
red blood cells are found. Blood in the urine is 
the one out-standing sign of bladder tumor, al- 
though sessile epitheliomas, covered by intact 
mucosa, may grow to an advanced stage without 
causing hematuria. 

There are, according to Ewing‘s classification, 
two common varieties of bladder tumor: (1) 
papilloma, which is fibrous, benign, or malignant 
and (2) carcinoma. There are other rare forms, 
but they are clinically unimportant. Papillomas 
of the bladder vary in the degree of their malig- 
nancy. In a few eases, they remain benign for 
years. I have under my eare such a case. In 1917 





he was operated upon for tumor of the bladder. 
The growth recurred and when I saw him in 
1925 the entire bladder wall was covered with 
large and small pedunculated tumors. The pa- 
tient was anemic from loss of blood, and septic 
and uremic from infection of the bladder and 
kidneys. .The bladder was opened, the larger 
tumors cut off with the diathermy knife, and 
the entire surface of the bladder cavity thor- 
oughly treated by electrocoagulation. After a 
long convalescence, during which the bladder 
was drained suprapubically, he healed up and 
regained his health. Since then his urine has 
become clear of infection, and the few recur- 
rences which have developed have been de- 
stroyed through the cystoscope. 


All papillomas are potentially malignant. 
Buerger places the proportion of carcinomas 
preceded by papilloma at 30 to 36 per cent. It 
is not always possible to differentiate between 
the benign and the malignant papillomas by 
their cystoscopic appearance. Carcinomatous 
degeneration in a papilloma produces a more 
solid appearing tumor, with the individual 
fronds presenting rounded, shiny tips instead of 
pale, fringe-like ones. Areas of necrosis are in- 
dicative of malignancy. Whether the tumor is 
actually malignant or not makes little difference 
in its treatment. If it measures no more than 2 
em in its greatest diameter, and has a small ped- 
icle, it can probably be destroyed by electrocoag- 
lation through the cystoscope. The modern ap- 
paratus for bipolar electrocoagulation is so effi- 
cient that tumors formerly believed too large to 
be treated by this method can now be success- 
fully destroyed by a few treatments. After the 
tumor has been eradicated, the patient should be 
cystoscoped at frequent intervals so that recur- 
rences may be destroyed while still small. In 
some cases, fortunately a minority, malignant 
degeneration has already taken place in the base 
of the pedicle, so that, in spite of thorough elec- 
trocoagulation, the growth will recur as a defi- 
nite sessile carcinoma. In spite of the possibility 
of this, I am in favor of destroying moderate 
sized papillomas through the cystoscope instead 
of removing them by resection of the bladder 
wall. In my experience, recurrence is just as 
likely to occur after excision as after electro- 
coagulation. It stands to reason that the earlier 
these tumors are discovered, the better the prog- 
nosis. 

If the papilloma has a thick pedicle, or none 
at all, the bladder should be opened and the 
growth destroyed by thorough electrocoagula- 
tion or by the implantation of seeds of radium. 
I prefer the former method, because of the more 
rapid healing of the treated area. Radium burns 
may persist for over a year, with accompanying 
infection and possibly stone formation. Deep in- 
filtration of the bladder wall, in my opinion, is 
better treated by radiation than by electrocoagu- 
lation. 








—— 
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Squamous cell carcinomas of the bladder are 
essentially infiltrating, and sometimes extend 
beneath the mucous membrane without causing 
ulceration. These tumors are highly malignant 
and may give rise to distant metastases. I re- 
member one case in which a supraclavicular 
gland was invaded. In November 1926 I re- 
ported in this JouRNAL a case of squamous cell 
carcinoma of high malignancy, treated by ra- 
dium implants through the open bladder, which 
was well 5 years after operation. 

People seldom die of cancer of the bladder per 
se. As Chute has pointed out, death is usually 
due to involvement of the lower ureters, which 
causes suppression of the urine and infection of 
the kidneys. Distant metastases from papillary 
cancers are rather unusual (Ewing); ‘‘exten- 
sions occur through the wall of the bladder to 
the pelvic tissues, up the ureters toward the kid- 
neys, along the pelvic lymphatics to the prever- 
tebral lymph nodes.’’ 

The surgical treatment of tumor of the blad- 
der must be thorough and must vary with the 
type of growth. A small proportion of cases are 
of such high malignancy that no treatment will 
avail, but the great majority, if discovered early, 
ean be destroyed. Great responsibility rests 
upon the shoulders of those practitioners who 
see these patients first ; it is only too common to 
find that precious months were wasted because 
‘*a doctor told him he had inflammation of the 
bladder and gave him medicine without relief.’’ 
(Extract from the history of a case referred to 
above. ) 


CANCER OF THE PROSTATE 


Of all obstructing prostates, about 20% are 
malignant. Unfortunately for the patient, not 
a few cases of prostatic cancer develop to a point 
where radical operation cannot be undertaken 
before they give any symptom of importance. A 
little frequency, slight difficulty in voiding, may 
be the only symptoms. Such a case was that of 
B.—T.—, who 6 months before he came for ex- 
amination had noted that urination was rather 
uncomfortable. He had no nocturia and only 
slight frequency at times. His urine was clear, 
showed no albumen, and contained only a rare 
leukocyte and red blood cell. There was prac- 
tically no residuum. Yet he had a carcinoma of 
the prostate which had already broken through 
the capsule and involved the anterior bladder 
wall. Hematuria is usually a late symptom in 
prostatic cancer. 

The diagnosis is easy, and within the reach of 
any physician who has ever felt a normal pros- 
tate. The malignant prostate is hard. Lowsley 
has pointed out that the cancer, in 80% of cases, 
begins in the posterior lobe—that portion of the 
prostate which lies between the veru montanum 
and the rectum. It is the part of the prostate 
which the finger first encounters as it enters the 








rectum. It would be advisable for all men over 
45 to have a rectal examination once a year. It 
is imperative that all men in this period of life 
should have a rectal examination if they com- 
plain of any bladder symptoms whatever. I do 
not say that all hard prostates are cancerous: 
some inflammatory prostates simulate malig. 
nancy. If the gland is not elastic and slightly 
movable, it should be examined by some one 
whose experience qualifies him to make a diag- 
nosis. 

The outlook in early carcinoma of the prostate 
is not too discouraging. The total perineal pros- 
tatectomy first described by H. H. Young, con- 
sisting of removal of prostate, vesicles and blad- 
der neck, followed by suture of the bladder to 
the stump of the urethra, has given many satis- 
factory results. Usually control of urination has 
been kept; occasionally the patient is left incon- 
tinent, or partly so. Even when incontinence 
results, it is preferable to a suprapubic drainage 
tube. 

In eases too far advanced for the total opera- 
tion, a partial prostatectomy or removal of the 
obstructing bar by the punch operation or by 
excision through the cystoscope will stave off the 
less desirable suprapubic drainage. The treat- 
ment of these cases by implantation of radium 
has not, in my hands, been very satisfactory. It 
is a procedure which ought to be considered in 
some cases. 


CARCINOMA OF THE PENIS 


Epithelioma of the penis ought to be one of 
the most easily controlled of all cancers. The 
growth is generally slow to develop and late to 
metastasize. It is noticed by the patient him- 
self while it is yet small, unless it develops be- 
neath a phimosis. For this reason every prepuce 
which is not readily retracted should be circum- 
cised. The areas of leucoplakia which develop 
from chronic balanitis are probably often the 
precursors of cancer. Early epitheliomas of the 
penis may be destroyed by electrocoagulation ; in 
my experience the inguinal glands in such cases 
are almost never infected. When the growth has 
penetrated the fibrous layer which underlies the 
mucosa, partial amputation will usually suffice 
to remove the entire process. If, however, the 
cancer has involved the entire glans, or has 
penetrated the corpora cavernosa, total amputa- 
tion with dissection of the inguinal regions is 
the only remedy. In such eases, the penis should 
be amputated close to the pubes, the serotum and 
testicles should be removed, and the urethra im- 
planted in the perineum. 

Carcinoma of the urethra is a rare condition. 
It is usually mistaken for stricture associated 
with periurethritis, and is seldom diagnosed 
early enough to do a radical removal. The in- 
durations which are felt in the corpora cavernosa 
and which are not infrequently thought to be 
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of a malignant nature are due to fibrosis. I have 
never seen carcinoma originating in the shaft of 


the penis. 


TUMOR OF THE TESTICLE 


These tumors occur most commonly between 
the ages of 15 and 45. They are of the mixed 
type and are frequently teratoid in character, 
eontaining hair, bits of bone and suggestions of 
other embryonic structures. Metastases of a 
carcinomatous nature occur early and invade the 
lymph glands which lie along the iliac vessels 
and the aorta. Frequently metastases jump the 
nearest glands and lodge in the juxta aortic 
glands about the renal pedicle. Any enlarge- 
ment of the testicle developing without known 
cause should be suspected to be a tumor. Bar- 
ney has reported 2 cases of carcinoma which ap- 
parently started in the epididymis, simulating 
tuberculous epididymitis. Gumma of the tes- 
ticle is the process most likely to be confused 
with tumor, consequently a Wassermann test is 
of diagnostic value. If there is the slightest sus- 
picion of tumor of the testicle, the scrotum 
should be opened and the gland examined. Hin- 
man advocates an extensive dissection of the 
area into which the lymphatics from the testis 
drain. This means the removal of all lymph- 
atics and glands from the retroperitoneal space 
on the affected side, from the inguinal ring up 
to the renal vessels. While his opinion is not 
universally accepted, he has a higher record of 
cures than other operators who do a simple 
orchidectomy. Recurrences, if they do oceur, 
are most likely to develop in the retroperitoneal 
glands of the upper abdomen. They are quite 
radiosensitive, and often respond well to radia- 
tion from radium or X-Ray. Dean reports ex- 
cellent results from this method of treating such 
metastases. 





CONCLUSIONS 


Cancer of the genito-urinary tract is, general- 
ly speaking, a difficult type to treat. In many 
eases the disease is far advanced before it gives 
any sign which arouses the patient’s anxiety. 
Abdominal tumor, hematuria, pyuria and dis- 
turbanees of micturition are signs which call for 
immediate and thorough investigation if we 
would save the patient. Of these signs, hema- 
turia is unquestionably the most important, both 
beeause of its frequency and because of the fear 
which it inspires. Lower, in a discussion of 
hematuria, summarizes the findings of a num- 
ber of urologists; in a series of 100 cases of 
hematuria, Chute found 64 per cent. to be due 
to new growths; Walther, in 74 eases, found 51 
per cent. to be due to tumors; Kretschmer, in 
197 cases, in which the source and cause of the 
bleeding were determined, found new growths 
responsible for 50 per cent. Lower himself re- 
ports that in 798 cases in which blood was found 
in the urine, new growth was the cause in 32 
per cent. 

In this relation it is interesting, and discour- 
aging, to read what Colby has written concern- 
ing the histories of a series of cases with tumor 
of the bladder treated at the Peter Bent Brig- 
ham Hospital. These cases were divided into 
two five-year groups, 1916-1920 and 1921-1925. 
‘‘Tt was found that in the first group the symp- 
toms averaged 23.3 months’ duration and in 
the second, 21.8 months. Little progress, then, 
had been made in aiding this class of patient to 
an early and accurate diagnosis.’’ Diagnostic 
methods in urology have now reached a high de- 
gree of perfection; competent urologists may be 
found in every medical center. Adequate meas- 
ures for dealing with early growths have been 
developed; the responsibility for seeing that his 
patient gets the benefit from these achievements 
of medical science rests directly upon the general 
practitioner. 





CANCER CASE HISTORIES* 


: BY ERNEST M. DALAND, M.D., F.A.C.S.t 


HE following are actual case histories from 

the clinies of the Collis P. Huntington Me- 
morial Hospital and the Pondville Hospital at 
Norfolk. They are published with the idea of 
pointing out certain lessons which should be 
taught to patients and physicians. Obviously, 
all cases of cancer cannot be cured. However, it 
Is an established fact that many early cases are 
curable provided certain standardized proce- 


dures are carried out: 
*From the Collis P. Huntington Memorial Hospital, Boston, 
and the Pondville Hospital at Norfolk. 


*For record and address of author see “This Week’s Issue,” 
Page 524. 





CANCER OF THE LIP 


Mr. C., age 67, entered the Huntington Hospital 
out-patient department during “cancer week,” No- 
vember, 1922. He complained of a growth on his 
lower lip. 


Present Illness—One year ago operation on his lip 
for a small growth. This recurred three months later 
and a second operation was done. Six weeks ago it 
again recurred. 

Past History—Negative. 

Local Examination-—In the midline of the lower 
lip is a hard, nodular new growth 1.5 cm. in diam- 
eter, ulcerated on the surface. There are palpable 
glands in the left submaxillary region. 

Clinical Diagnosis—Carcinoma of the lower lip. 
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Operation advised. Referred to the Mass. General 
Hospital. 

Operation—M. G. H.—December 4, 1922. A com- 
plete dissection was made of the submental and left 
submaxillary regions. The growth on the lip was 
excised by a V-shaped incision. 

Pathological Examination—Carcinoma of the lip. 
No carcinoma found in the glands of the neck. 

Three Year Result—Patient writes—November 
1925—that he has had no further trouble with his lip. 

Comment—Although the glands removed from the 
neck showed no cancer, dissection of the neck was 
justified because of the two local excisions and re- 
currences and because of palpable glands. Experi- 
ence shows that there is a larger percentage of cures 
in patients who have had the double operation, i. e. 
lip and neck. Frequently we see patients in our 
clinics who have had lip operations, without neck 
dissections. The patients do not realize that their 
swollen glands are related to a lip lesion removed 
months or years before and they therefore delay 
until operation is out of the question. 


CANCER OF THE RECTUM 


Mr. P., age 51, entered the Pondville Hospital on 
March 24, 1928, with an inoperable carcinoma of the 
rectum. 


Present Iliness—Onset October 1927 with obstipa- 
tion, dysuria and abdominal cramps. Some pain in 
rectum. No blood in stools. Patient went to a doc- 
tor shortly after onset and was told he had appendi- 
citis. He went to a second doctor who gave him 
stomach medicine and a tonic. He then went to 
the Out-Patient Department of a Boston hospital where 
he was put on a diet. He made three visits to this 
hospital before he was seen by a doctor who found a 
growth in his rectum. During all the time from Oc- 
teber to February he did not have a rectal exam- 
ination. 


He was sent to the ward and operated on. A large, 
inoperable carcinoma was found at the recto-sig- 
moidal junction. A colostomy was made through the 
left rectus muscle. As soon as he was able to leave 
the hospital, he was sent to Pondville for radium. 


His chief complaints now are poor appetite, indi- 
gestion, a muco-purulent rectal discharge and noc- 
turia four to five times. He has lost fifty pounds in 
six months. 


Family History—No cancer in family. 

Marital History—Wife and two children living. 

Past History—No serious illnesses. 

Physical Examination—Patient is extremely emac- 
iated and weak. 

Teeth carious and dirty. 

Heart—sounds normal. Pulse rapid but regular. 
Blood Pressure 110/70. 

Abdomen—Left rectus colostomy functioning 
well. Liver and spleen not palpable. Healed 
midline operative scar. Transverse colon 
filled with semi-solid feces and easily pal- 
pable. 

Inguinal glands enlarged. 

Rectal—Hard mass felt at the tip of the examin- 
ing finger. The proctoscope shows the rec- 
tum to be practically occluded. There is in- 
filtration of the anterior wall in the region 
of the prostate and the tumor cannot be 
removed. 


Outline of Treatment— 
1—Regulation of bowels to insure proper func- 
tioning of colostomy. 
2—Cod liver oil to improve general condition 
until it is possible to move patient out in 
sunshine daily. 
3—Deep X-ray treatment to pelvis. 





4—Implantation of radium into rectal growth, 
under spinal or sacral anesthesia. 
Prognosis—For cure, hopeless. For relief, slight, 


Comment—This man’s chances of cure from cap. 
cer were lost by the negligence of three physicians to. 
make a careful rectal examination. 


CANCER OF THE CERVIX 


Mrs. B., age 68, entered the Collis P. Huntington. 
Hospital on March 15, 1928. She had been seen by a. 
surgeon who stated that she had an inoperable car. 
cinoma of the cervix. 

Present Illness—One year ago she began to have a 
bloody vaginal discharge. She had no pain until De- 
cember 1927 when she sent for her physician. He 
referred her to a surgeon who in turn refers her for 
radium treatment. 

Past History-—Negative. 

Marital History—Married. One child. 

Family History—Father died of carcinoma of the 
liver. No tuberculosis in family. 

Local Examination—Vaginal examination shows. 
a contracted vagina with carcinomatous infiltration 
of the anterior and posterior walls. Ether examina- 
tion was advised and done on March 17. Examina- 
tion at this time showed an extensive infiltrated tu- 
mor of the anterior and posterior vaginal walls near- 
ly obliterating the vagina. There is a large crater 
replacing the cervix. It is about 114” in diameter. By 
rectum the rectal-vaginal septum is infiltrated. The 
uterocervical segment is firmly fixed on both sides. 
Diagnosis of very extensive carcinoma of the cervix. 
was made. Radium was given with the idea of stop- 
ping the bleeding but without any hope of cure. 

Radium Treatment—537 mcs. in 2 mm. lead cylin- 
der was packed into the crater replacing cervix. Hight 
gold “seeds” of 14% mes. each inserted into the an- 
terior and posterior vaginal walls. 

Pathological Report—Squamous cell  carcinoma.- 
High malignancy. 

Prognosis—Very bad. Patient is very likely to de- 
velop fistulae into the bladder and rectum. Duration: 
of life—six to eight months. 

Comment—lIt has been shown in this clinic that in 
early cases each month of delay reduces the patient’s 
chances of cure 16%. 


CANCER OF THE CERVIX 


Mrs. D., age 50, was admitted to the Huntington: 
Hospital on February 15, 1923, complaining of va- 
ginal bleeding irregularly for one year. 

Present Iliness—She had her menopause five years- 
ago and had no bleeding for four years. One year 
ago she noticed a white discharge which later became’ 
bloody. Her physician has been giving her antisyph- 
ilitic treatment for several months but had finally 
suspected cancer in addition to syphilis. He re- 
moved a specimen which was reported to be cancer 
and referred her for treatment. 

Marital History—Married. Four children alive 
and well. The last three children have all died in 
infancy. 

Local Examination—Under ether. There is an ul- 
ceration at the apex of the vagina which has des- 
troyed the posterior lip of the cervix and which ex- 
tends into the uterine cavity. The posterior vaginal 
wall is involved in an ulcerated mass. Diagnosis— 
carcinoma of cervix involving vaginal wall,—proven 
by pathological examination. 

Radium Treatment—Under ether. Three steel 
tubes containing 310 mcs. of radium were inserted 
into the cervical canal and left for eight hours. 
Seven glass “seeds” containing from 1% to 2% me. 

Further Notes—Patient reported for examination: 


were inserted in the periphery of the cervix and left: 
indefinitely. 
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- every three months for one year. She had no pain 


or other symptoms from her treatment. She was 
then lost sight of for about two years when she re- 
turned for examination. Examination in February 
1926 showed nothing suggestive of disease. Patient 
is perfectly well and has no symptoms. 

Comment—This patient is classed as a three-year 
cure. She may develop a recurrence, but at present 
she is free from disease. 


MELANOTIC SARCOMA OF CHEEK 


Mrs. C., age 64, entered the Collis P. Huntington 
Hospital on March 16, 1928, with a lesion on the right 
cheek. 

Present Illness—For many years there has been a 
small, smooth, brown patch on her cheek. Two weeks 
ago she irritated it with her face cloth. Since then it 
has itched and become raised from the skin, getting 
steadily larger. 

Local Examination—In the center of the right 
cheek there is a raised, brownish nodule, 2 cm. in 
diameter, with a _ superficial, scale. No palpable 
glands. 

Clinical Diagnosis—Melanotic sarcoma. 

Treatment—On March 17th operation was done with 
the electrocoagulation machine. A wall of coagula- 
tion was made in the healthy tissue around the tu- 
mor. With the cutting electrode, this coagulated tis- 
sue was then cut through and the growth removed. 
The edges of the wound were sutured together loose- 
ly. 

April 6—Healed. 

Pathological Report—Melanotic sarcoma. 

Outline of Further Treatment—Melanotic sarcoma 
metastasizes either to the lungs or to the glands. If 
the former has taken place, there is no treatment 
which will help. There is no glandular enlargement 
now. Patient to be watched for glands and neck dis- 
sected if they appear. 

Comment—This was a type of pigmented patch 
which lay dormant for years, only to start a very 
rapid growth. Any mole or pigmented area which 
shows any tendency to become irritated or to change 
in character should be removed at once. 


CANCER OF THE BREAST 


Mrs. M., age 61, entered the Pondville Hospital on 
July 2, 1927, with recurrent carcinoma of the left 
breast. 

Present Illness—In December, i925, she noticed 
pain in her left breast around the nipple. She con- 
sulted her physician in March, 1926, and a diagnosis 
of cancer of the breast was made. She was sent to 
the hospital at once and a surgeon amputated the 
breast and dissected the lower axilla, but did not re- 
move the pectoral muscles. She was all right for 
six months when she noticed a mass in her left axilla. 
In November 1926 another surgeon removed this 
mass, together with a portion of the muscles. There 
was no further trouble until February 1927, when 
a nodule appeared in the upper portion of the scar. 
In April this broke down and new nodules appeared 
in the scar. Since then she has been having severe 
pain. 

Family History—No cancer in family. 

Marital History—Husband and one child living. 

Past History—No illnesses. 

Physical Examination—Negative save for local ex- 
amination. 

Local Examination—Left breast has been ampu- 
tated. Pectoral muscles have been partially removed 
with the contents of the axilla. There are four, hard, 
nodular recurrences, one freely movable one in the 
scar, one deeply fixed at the apex of the axilla and 
two others lying directly below these two. These no- 
dules vary from 3 to 5 cm. in diameter. The right 





breast is normal. No glands in the right axilla or 
above the clavicles. No suprasternal increase in dul- 
ness. Diagnosis—recurrent carcinoma of the breast. 


Treatment—July 11, 1927. Four 12.5 mg. radium 
needles were inserted directly into the four 
nodules and left for 8 to 10 hrs. 

July 18, 1927. Five platinum implants, each con- 
taining 2.3 mc. radium emanation were in- 
serted into the tumors. 

August 15, 1927. Five glass radium seeds. 

August 30, 1927. Eight gold radium seeds. 

Sept. 7-11. Deep X-ray treatments. 

Nov. 7, 1927. Readmitted. Marked diminution of 
all the nodules seen at admission but there 
are numerous other nodules needing treat- 
ment. 

Nov. 9. Ten gold radium seeds. 

Nov 15-19. Deep X-ray treatments. 

Jan. 8, 1928. Readmitted. Marked edema of arm. 
Axilla filled with tumor tissue. 

Jan. 16. Twelve gold radium seeds. 

Jan. 23-27. Deep X-ray treatments. 


In August and again in January the X-ray showed 
no lung metastases. X-rays in January of all her 
long bones, pelvis, and spine showed no metastases. 
She returned home on February 4 and died on March 
12. Immediate cause not known. 

Comment—A type of carcinoma which never 
showed any tendency to metastasize outside of the 
local field. This type should be cured by radical op- 
eration,—removal of the breast and overlying skin, 
the underlying fascia, the pectoral muscles and the 
axillary contents. In this case the radical operation 
was not done at the first operation. Secondary oper- 
ations are rarely successful. 


CANCER OF THE BREAST 


Mrs. O., age 58, entered the Huntington Hospital O. 
P. D. on March 27, 1928, with a lump in her left 
breast. 

Present Illness—In May 1927 she noticed a lump 
in her breast. It did not pain her so she did not con- 
sult a doctor until one week ago. For the last few 
weeks there has been some discharge from the lump. 
She now has “rheumatism” in her left leg and in her 
back. 

Past History—Negative. 

Marital History—Husband and four children alive 
and well. 

Family History—No cancer or tuberculosis. 

Local Examination—There is an irregular mass oc- 
cupying the whole left breast and spreading through 
the skin in the posterior axillary line on the left 
to the right margin of the right breast, involving all 
the skin between these points, upward to the clavicle 
and downward to the costal margin. There is exten- 
sive glandular enlargement in both axillae, none 
above clavicles. 

Clinical Diagnosis—Carcinoma of breast (en cuir- 
asse). 

Plan of Treatment—When patient enters the hos- 
pital X-rays of her chest, spine, and long bones are 
to be taken. Her “rheumatism” is suggestive of bone 
metastases. She will then be given deep X-ray treat- 
ments. 

Prognosis—Hopeless for cure. She may get rid of 
her discharge by treatment and her life may be some- 
what prolonged. 

Comment—This patient had never learned that the 
time to deal with a tumor of the breast is before it 
gives her pain. Ten months’ delay of course is fatal. 


CANCER OF THE BREAST 


Mrs. T., age 46, entered the Huntington Hospital on 
December 31, 1918, with a lump in her left breast. 
Present Illness—She noticed a lump in her breast 
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ten days ago. She consulted an osteopath who ad- 
vised operation. 


Past History—Abscess of breast opened four years 
ago. The present lump is at the site of the old op- 
eration. 


Marital History—Husband and two children living 
and well. 


Family History—No cancer or tuberculosis. 


Local Examination—Both breasts are large. Right 
nipple normal. Pressure on left breast causes the 
nipple to retract. Above the left nipple there is a 
deeply situated hard new growth 2 cm. in diameter. 
There is a suspicion of pigskin. No adherence to the 
muscle. No glands in axillae or above clavicles. No 





a 
discharge from nipple. Diagnosis—carcinoma of 
breast. Operation advised. 

Operation—January 6, 1919. The left breast with 
the pectoral muscles, the skin over the breast and the 
fascia beneath the breast and the contents of the 
axilla except tle axillary vein were removed. The 
skin flaps were completely closed. 

Pathological Examination—Carcinoma of the 
breast. No cancer in the glands. 

January 6, 1925—Patient writes that she is free 
from disease. It is six years since operation. 

Comment—There was no delay in this case. Axil. 
lary glands were not palpable and were not micro. 
scopically abnormal. Prognosis for complete cure 
excellent. 


—$$—< a —__$_—_<—_—_ 


THE WEEK’S CANCER PROGRAM AND THE OPENING EXERCISES IN 


SYMPHONY HALL, 


Tue State-wide campaign for the control of 
cancer was inaugurated April 23 to extend 
through the 27th. The first exercise was a 
luncheon at the Hotel Statler for the profession- 
al group at which Dr. William A. Evans of Chi- 
cago was an especial guest. 

The first general meeting open to the public 
was in Symphony Hall on the evening of the 
23rd. The program follows: 


I INI ccs ccccscosnmsecitccrinroonnong 
Introduction and Allegro 
Handel’s concerto No. 10 
_ | eee eee ee .. Led by Mr. Russell Cook 
America the Beautiful 
(By the audience) 
Presiding—Robert B. Greenough, M.D. 


Regional Director American Society for the 
Control of Cancer 


Mr. Clair Leonard 


Introductory Remarks . Governor Alvan T. Fuller 
Mayor Malcolm E. Nichols 
Rev. Father George P. O’Conor 


(representing Cardinal O’Connell) 


Address: “Cancer Control” ....William A. Evans, M.D. 


Professor of Public Health, Northwestern Univer- 
sity, Formerly Health Commissioner of Chicago. 


Address: “Social Problems of Cancer” ................ 
ee ee -spenborsesresteussds<eastsenupoo. MAORI 4, ACA DOL, SLD. 


Professor of Social Ethics, Harvard University 
Motion Picture: “A Fortunate Accident” 


Organ Postlude ... 
Toccata in F 
Widor’s Sixth Symphony 


. Mr. Clair Leonard 


In introducing His Excellency Governor Ful- 
ler, who was the first speaker, Dr. R. B. Green- 
ough said: 


Ladies and Gentlemen: This is the first exer- 
cise of a State-wide campaign to diminish the 
number of unnecessary deaths from cancer, and 
it is supported by the Government, the State 
Legislature acting chiefly through the State De- 
partment of Health, by the organized medical 
profession as represented by the Massachusetts 
Medical Society and by the public itself as rep- 
resented by that organization of laymen and 
physicians which has done so much to dissem- 





MONDAY, APRIL 23 


inate knowledge of this disease, the American 
Society for the Control of Cancer, as repre. 
sented by its Massachusetts Branch. While these 
organizations are primarily the sponsors for this 
campaign, the Catholic Church, the Protestant 
churches, the Jewish churches, the hospitals, the 
innumerable social agencies which know so well 
the need for public education on health matters, 
the daily press, the radio broadeasting agencies, 
and individuals and organizations which have 
contributed time, money and energy to the sue- 
cess of this campaign, and most notably those 
distinguished representatives of our State and 
City government, the eminent representative of 
the Roman Catholic Church and these nationally 
renowned authorities on medical and _ social 
science have generously come to our help in this 
emergency. 

It gives me great pleasure to introduce to you 
a statesman who by his courage, his honesty and 
his intelligence has honored the exalted posi- 
tion of Governor of the Commonwealth of Massa- 
chusetts as much as that position has honored 
him—Governor Fuller (applause—all stand). 


Governor Alvan T. Fuller spoke as follows: 
Doctor Greenough, the Mayor of Boston, Fath- 
er O’Conor and fellow citizens: 


Ten months ago we met to open a Massachu- 
setts State hospital at Norfolk for treatment of 
patients in all stages of cancer. That hospital is 
giving excellent service and turning three pa- 
tients back into the community relieved for ev- 
ery one that dies. At that time it was pointed 
out that the State hospital’s service would al- 
ways be largely alleviative and that we must look 
to the doctors and the clinics to decrease our 
dreadful death rate from this disease. The State- 
aided clinics served 1300 persons last year, and 
since then new clinics have been opened so that 
at present twelve cities hold regularly such ean- 
cer clinics and others will soon be added. This 
year aS many as ten thousand persons should 
visit them. 

Thus it is particularly suitable that organized 
government, the organized public and the organ- 
ized profession should unite in a cancer cam- 
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paign. These great forces are represented by the 
State Department of Public Health, the Ameri- 
ean Society for the Control of Cancer, and the 
Massachusetts Medical Society, and they call on 
all of us adults as good citizens to co-operate. 

I am told that one in every ten adults now liv- 
ing in the United States is doomed to cancer, 
that the disease claims as its victim one in every 
eight men between the ages of 55 and 70 and one 
in every five women between the ages of 45 and 
65. The world has never known a more ravaging 
disease than cancer, and the toll that it takes is 
increasing every year. | 

The mere fact that cancer is a disagreeable 
subject to talk about should not keep us from 
giving it intelligent consideration which will 
make for curbing its ravages. Massachusetts is 
the first State in the Union to have a cancer 
hospital and to establish cancer clinics paid for 
out of public funds. The object of this meeting 
is to see that these facilities are utilized by those 
afflicted with cancer in the early stages. There- 
fore one of the primary objects of these meet- 
ings, which are being held throughout the State 
under the direction of the Department of Public 
Health, is to educate the public to the first in- 
dications of possible cancer in the hope that they 
will go to one of these State clinics and there re- 
ceive expert advice free. 


There is something very insidious about can- 
cer. I hesitate to make a personal observation, 
but from early youth it to me has been one of the 
most dread diseases, and I have observed that 
people are very reluctant, even when they have 
some ailment that might possibly be cancer or 
a start of it, to have a diagnosis of their trouble 
made. They seem to feel that there is a stigma 
attached to having this disease and a good many 
people, it would appear, are secretive in regard 
to symptoms that even remotely suggest the pos- 
sibility of cancer. I have known of cases where 
people have hesitated to have an examination 
made for fear that a proper diagnosis of their 
case would indicate that they had cancer. Ap- 
parently there are those in the community who 
hesitate to bravely face a diagnosis as some peo- 
ple dread to contemplate the making of a will. 
This is very unfortunate. It is a great mistake. 
I think that doctors will agree that if this un- 
intelligent way of doing things could be cleared 
up, it would be a great help. Cancer is bad 
enough without having the people afflicted with 
it conspire with the dread disease itself to aid 
in its progress. 

I have been told that ninety per cent. of the 
cases of cancer of the skin are curable. It is 
well to keep in mind that cancer is not hered- 
itary; it is not contagious; it is not infectious. 
I am very sure that the people of Massachusetts, 
as they become familiar with the data, facts, and 
Statistics that have to do with cancer, will take 
pride in the fact that Massachusetts is in ad- 
vance of the other States in the Union in prepar- 
ing to restrict the inroads of this disease. 





But the point we want to drive home is this. 
We have not really accomplished anything-—or a 
great deal at any rate—until we disseminate the 
information that will lead people when in doubt, 
or with the slightest suspicion that they have an 
infection that might develop into cancer, to take 
advantage of the clinics or the hospital. The 
clinies are located in the various cities and the 
cancer hospital is at Norfolk. 


I am very sure that Dr. Bigelow will be glad 
to have any suggestions that might occur to you 
in connection with this cancer campaign. The 
State work in this connection is new; it is pion- 
eering work; and the best ways are not charted ; 
and therefore if the public can offer any sugges- 
tions that will help, I am sure they will be very 
acceptable. 

I call on you, then, at the opening of this eare- 
fully organized cancer campaign, to make full 
use of the lavishly free opportunities to inform 
yourselves regarding the proper use of the re- 
sources for cancer control, to the end that each 
of you may contribute his share toward what will 
perhaps be one of the greatest monuments to a 
free, educated people, the reduction of the pres- 
ent dreadful toll of cancer deaths. 


In introducing Mayor Nichols Dr. Greenough 
said: The City of Boston like the Common- 
wealth honors us by the presence of its chief ex- 
ecutive. He has shown by his conduct of muni- 
cipal affairs especially in the health department 
under Dr. Mahoney the desire to procure a 
healthy as well as an educated and an orderly 
and happy community. I introduce Mayor Nich- 
ols (applause, all stand). 

Mayor Nichols: It is fitting that the city of 
Boston be represented on the program this eve- 
ning. For many years Boston has been one of 
the prominent medical centers of the country 
and is now developing into what may soon be 
the leading one. The medical profession of Bos- 
ton has always been interested in cancer, and 
this interest was intensified in 1901 when the 
Cancer Commission of Harvard University was 
established. From that time to the present vari- 
ous forms of research work have been conducted 
and the reports from the Huntington Memorial 
Hospital are valued throughout the Scientific 
world. 

At the present time there are many agencies 
and institutions in Boston that are dealing with 
various phases of the cancer problem. It would 
be impossible to name them all, but reference of 
them seems pertinent. 


The Huntington Memorial Hospital in addi- 
tion to doing research work makes diagnoses and 
treats a large number of cancer patients. There 
are a few beds here for patients needing house 
care. 

For many years the Palmer Memorial Hos- 
pital has cared for cancer patients. Within the 
past year this hospital has increased its number 
of beds by building a new hospital. Here the 
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most approved service is available for all type 
of cancer cases. 

The Good Samaritan Hospital furnishes nurs- 
ing care for terminal cancer cases among women. 

The Massachusetts General Hospital has 
opened a tumor clinic for the diagnosis of ma- 
lignant disease. 

The Boston Dispensary conducts a cancer 
elinie and furnishes radium and X-ray treat- 
ment for those needing it. 

The Boston City Hospital and the Long Island 
Hospital furnish care and treatment for cancer 
cases. 

The Boston Health Department is codperating 
with the State Health Department in its pro- 
gram of Cancer Control. 

The Community Health Association is fur- 
nishing nursing care to many cancer cases. 

During the past year an extensive survey has 
been made to determine what the needs are in 
Boston for the chronic sick. 

The above items list only a few of the services 
available for cancer patients. There are proba- 
bly few cities in the country which have taken 
the interest in cancer to the same degree as has 
Boston. 

But to have these and other resources avail- 
able is not enough! They must be used. To this 
end the cancer campaign is devoted, and to this 
end the public must avail themselves of the un- 
precedented resources for informing themselves 
regarding the control of cancer. 


In presenting Father O’Conor, who repre- 
sented Cardinal O’Connell, Dr. Greenough said : 
One of the most staunch supporters of any move- 
ment to increase the health and happiness of 
mankind is the Roman Catholic Church, and in 
the health education and especially in regard to 
eancer Catholic institutions, hospitals and 
churches have been freely open to the dissemina- 
tion of knowledge in regard to this disease. The 
Holy Ghost Hospital in Cambridge is one of the 
first hospitals established in the State especially 
for advanced cases of cancer. The Daughters of 
Isabella have aided in no slight degree in the 
education of the public in regard to this disease. 

His Eminence, Cardinal O’Connell, was un- 
avoidably prevented from attending this meet- 
ing but he sends a worthy representative in the 
person of Father George P. O’Conor with a mes- 
sage which will be of interest to vou—Father 
O’Conor. (Applause. ) 


Father O’Conor said: Distinguished Ladies 
and Gentlemen: It is with great regret that I 
announce the inability of Cardinal O’Connell to 
be here tonight. He directs me to express to 
Dr. Greenough and to all the gentlemen who are 
interested in this great campaign of cancer con- 
trol in Massachusetts, to express to them his 
deep and abiding interest in all they are endeav- 
oring to do. In his administration of our many 
large institutions Cardinal O’Connell has come 
in contact with every phase of cancer and there- 








fore he is most anxious to do everything that jg 


possible to alleviate the suffering that it causes 

Now, Ladies and Gentlemen, mere sympathy 
though it comes from the finest personal mo. 
tives will never bring emancipation from this 
dread disease. We need sound thinking, we 
need courage, scientific methods, intelligent eosp. 
eration, if we are to emancipate the people in 
this part of the world from that dread scourge. 
And the coming together of the public and pri. 
vate agencies with a real program for the devel- 
opment of successful effort against this disease 
is one of the finest and greatest movements that 
has taken place in this State for many a day. 

Now the Catholic Church, which I have the 
honor to represent tonight, offers an unfalter. 
ing loyalty to this program in behalf of cancer 
control. She sends forth her people as an exem- 
plification of the Christian law which makes the 
strong go forth to seek their sanctification or 
holiness in the service of the weak; and a bet- 
ter understanding in the community of the law 
of Christian charity or Christian brotherhood 
will do more in giving a source of strength to 
any movement of this kind that is for the wel- 
fare of humanity. 

There is a trend at the present time toward 
larger associations, toward mutual discussion on 
the part of those who are doing the same sort of 
work. There is a codperation today amongst 
agencies that are interested in like pursuits, and 
this will bring forth a great stimulation. This 
will surely bring success because it is in this 
mutual discussion and this fine codperation that 
anything worth while will be accomplished. 
Isolation of any group in a community always 
impedes progress because that group will offset 
some of the great efforts that are being made for 
the benefit of the community as a whole. 

We understand from the past war what codp- 
eration meant—how it developed great efficiency, 
how this nation went forth in an almost irre- 
sistible manner because everyone worked togeth- 
er in order to accomplish the great result that 
was at hand. I think we might pledge ourselves 
here tonight in a personal way in behalf of the 
thousands of men and women who are suffering 
now and who will suffer in the future from the 
disease, cancer. 

Some years ago a gentleman gave a million 
dollars to an institution that was built for the 
benefit of wayward boys. At the dedication of 
a building erected to his generosity he gave an 
address aud in his address he said that this in- 
stitution was worth a great deal of time or rath- 
er that it cost a great deal of time and labor and 
money, but, he said, it is worth all the time and 
labor and money spent if it saves one boy. Af- 
terward a friend of his said, ‘‘Didn’t you make 
that a little strong?—that this institution is 
worth all the time and money and labor if it 
saves only one boy?’’ and he said, ‘‘Oh, no, I 
didn’t make it too strong. This institution is 















n 
e 
: 
n 
- 
. 
1 
1 
e 
§ 
t 
[ 
3 


Volume 198 
Number 10 


THE WEEK’S CANCER PROGRAM 505 








worth all the time and labor and money spent 
if the only boy saved were my boy.’’ And La- 
dies and Gentlemen, in the great work against 
cancer let us take a personal interest, let us 
think of each one of the thousands who are af- 
flicted with this dread disease. Let us by this 
personal interest go forth as an irresistible force 
in overcoming this dread disease. Let us help to 
rob it of the terrors with which it has afflicted 
our community. It will mean something for us 
as American citizens because I think it is fine 
always to think of American citizenship as a 
citizenship which always shows true charity and 
a great interest in the less fortunate of our fel- 
low men. And we pledge ourselves tonight with 
a sacred and sincere loyalty that our - blessed 
country may renew admiration among the na- 
tions of the earth because she is now as she al- 
ways has been, a representative of active Chris- 
tian work in the service of mankind. (Applause.) 


Introducing Dr. Evans Dr. Greenough said: 
Ladies and Gentlemen: There are few physi- 
cians in this country or in the world whose 
names are so widely known, whose advice is so 
widely followed, and whose influence for the 
betterment of the race is as great as that of Dr. 
William A. Evans of Chicago. He contributes 
those daily health talks that are read in the 
daily press from Massachusetts to California 
and from Maine to Florida. I suspect that Dr. 
Evans is in reality not just one superman but 20 
at least, but in any ease he is a distinguished 
professor of public health in Northwestern Uni- 
versity in Chicago, and he or they have come 
all the way from Chicago to talk to you tonight 
—Dr. Evans (applause). 


Dr. William A. Evans, Chicago, said: Mr. 
Chairman, your Reverence, your Honor, Dr. 
Greenough, Ladies and Gentlemen: I am very 
happy to be here tonight. We have done noth- 
ing, practically nothing, for the control of can- 
cer in Illinois, certainly we have done nothing 
worth while in a collective way. I am very 
anxious that the story that I take back to my 
people will be of some service in interesting them 
and I hope the time will come—and that not 
far away—when we in Illinois will inaugurate a 
campaign fashioned after your campaign and 
with the same objective. It will not be the first 


time. It is not often that men and women gather: 


together under circumstances such as these. I 
have been present at the launching of more than 
one health campaign of one sort or another in 
more than one State of the Union, but I do not 
recall an occasion when the Governor of the 
State, the Mayor of the City and the ranking 
officer of the Catholic Church were represented 
or in person on the platform, giving sanction 
and approval to that which was being under- 
taken. Nor is it usual; in fact I do not remem- 
ber ever to.have been present in the very in- 
auguration or beginning of a campaign in which 











there was such a large representation of the gen- 
eral public as we have here tonight. 

You understand that this thing has not the 
force of years. It isn’t a going concern. Less 
than two years of age in your own community, 
and with no background of experience in sur- 
rounding communities, you are participating in 
the birth of the thing. There is a degree of 
enthusiasm and interest in the people here that 
is unusual in the beginning of anything. Your 
city has the reputation of some degree of aloof- 
ness. If I reason this thing aright I am bound 
to arrive. at one or two conclusions :—either you 
have a larger measure of human sympathy in 
the men and women who go down under cancer 
than is present in other communities or than is 
manifest in other communities, or else you have 
a vision and imagination and capacity to fore- 
see the future that does not prevail in other com- 
munities, and perhaps there is in the interest 
that you manifest a mixture of these two mo- 
tives. 

We have just had two very good medical talks, 
one by the Governor and one by the Mayor. 
They made such excellent medical addresses that 
I believe I am released from obligation to talk 
like a doctor, and they have earned for me the 
privilege of talking like a plain citizen, like a 
layman, like one of you. 

This campaign is a conflict with a disease 
against which men have mixed emotions. There 
are those here and there are more who are not 
here who are dubious as to the advisability of 
undertaking a cancer control campaign. And 
this doubt relates to two groups: one, the indi- 
vidual or from the standpoint of the individual, 
and the other from the collective or community 
standpoint. I am going to eall your attention 
to a certain similarity between cancer and con- 
sumption, a similarity between these diseases as 
they relate themselves to individuals and as they 
relate themselves to communities. I am going 
to ask you to walk with me down the paths which 
men have traveled in reaching the point where 
they now are with relation to consumption. I 
am going to measure that with which you hope 
to have experience by the measure of the ex- 
perience that you have had. I am going to ask 
you to determine what will be your attitude 
toward cancer on the basis of your experience 
individually and collectively with consumption. 
There are those who hesitate to have attention 
drawn to cancer because of the unpleasantness 
of it, because of the sorrow that the word de- 
notes, because of the unhappiness that has been 
brought into the lives of men. It is one of 
those disagreeable things that superficial thought 
and superficial thinking would have-us avoid. I 
want to call your attention to the fact that from 
the standpoint of the individual this was just 
our attitude toward consumption 25 or 30 or 40 
years ago. We dreaded to tell a man that he 
had consumption for it meant nothing but sor- 
row and hopelessness. But that which I want 
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you to take cognizance of is that a policy of 
frankness, openness and honesty, has worked to 
benefit mankind. Individuals who now have con- 
sumption have a better opportunity to escape 
the thraldom of that disease by reason of the 
fact that consumption is no longer avoided as a 
thief, that it is spoken of honestly, and diagnoses 
of consumption are honestly given and honestly 
received, that the policy of secrecy and evasion, 
of covering up, has given place to the policy of 
plainer speaking, and this has worked to the ad- 
vantage of the individual who has consumption. 
He is better informed, he is more alert, he better 
understands the meanings of certain things that 
point the way than he ever would have been 
under the old policy ; and an indirect working of 
that policy has been the hope that has been sub- 
stituted for hopelessness, that something has 
taken the place of despair that once prevailed. 


And again with respect to the community— 
why is the community interested in the policy of 
eancer control? It has become one of our most 
important diseases. It is one of the larger prob- 
lems of departments of health. If those depart- 
ments of health are to protect their communities 
against preventable disease, they cannot logi- 
cally escape the obligation to do something for 
the control of cancer. Statistically and in all 
other ways it represents one of their larger and 
more important problems, and the only ques- 
tion is—Shall they frankly face conditions as 
they are, or shall they shy off and leave to an- 
other or to another day the solution of this 
exceedingly trying and difficult problem? There 
are those who would have men leave for the mor- 
row campaigns against cancer, and they belong 
in several groups, and I propose asking you to 
continue your attention to the history of con- 
sumption, to learn from that history what there 
is that can be of help in a campaign against 
cancer. 

In the first place, let us very frankly recog- 
nize the fact that there are great forees and 
great influences that would have us leave the sub- 
ject untouched and even unreferred to. Within 
two weeks, certainly within a month, a great 
newspaper refused to open its columns to dis- 
cussions of cancer, because they said there was 
nothing to offer—it brought nothing but sorrow 
and pain, there was no way out, there was no 
reason for hope, there was nothing pleasant that 
could be said, there was nothing hope-inspiring 
that could be said—and they declined to offer or 
open or make available their columns for things 
that represented nothing but sorrow. 





Not dealing particularly with this subject but 
with a subject somewhat allied, I talked with Mr. 
O’Brien of the Herald two or three years ago; 
I told him of a conversation I had a few vears 
before with Mr. Bok, editor of The Saturday 
Evening Post and of the Ladies’ Home Journal, 
and he said he felt it was the duty of the news- 
papers with which he was connected to undertake 
discussions of delicate and trying subjects in the 








columns of those newspapers. He realized the 
fact that discussing those subjects in those par- 
ticular newspapers would mean a loss of sub. 
seribers. He took.the matter up with Mr. Curtis 
the owner of the publications, and he said “Th 
my judgment a considerable number of people 
will cancel their subscriptions if we frankly dis- 
cuss those subjects in the columns of these pa- 
pers,’’ and Mr. Curtis said ‘‘Is it worth while?” 
and Mr. Bok said ‘‘It will be.’’ ‘‘ And if that be 
true,’’ said Mr. Curtis, ‘‘let us go on with the 
campaign; we will take care of the people who 
cancel, we will take care of the interests of the 
Journal.’’ They proceeded with the policy they 
determined on, and he said that within a month 
30,000 subscribers had cancelled their subserip- 
tions, but within two years there had been 
enough gain in circulation to more than offset the 
30,000 who had cancelled. I discussed this mat- 
ter with Mr. O’Brien, and he said that so far as 
the Boston Herald was coneerned, that if the 
matter was of publie concern, he would diseuss 
it freely and frankly and take eare of the inter- 
ests of the paper. 

There is another group of people, and among 
them health officers, who are doubtful about the 
advisability of undertaking a campaign for the 
control of cancer because of the fact that we 
have no specific for the cure of the disease and 
we have no vaccine by which the disease can be 
prevented, and being so poorly equipped, they 
hesitate to give their approval, they hesitate to 
undertake campaigns for control. Every health 
officer is confronted at times with the necessity 
of making decisions on matters of this sort. 

[ remember very well when it became neces- 
sary as health commissioner of Chicago for me 
to decide what I would do about consumption. 
I studied the death rates from that disease for 
about 50 years prior to the time when [ had this 
decision to make. I found that in 1902 our death 
rate from the disease consumption had ceased to 
decline. It had reached the standstill and more 
than that it had somewhat increased. To my 
mind it became necessary to do some things in 
addition to the things that had been done, and 
I decided on three procedures :—one, to require 
the compulsory pasteurization of milk, and the 
other to require the registration of cases of con- 
sumption with visitations by nurses and others 
in their homes, and third, the erection of a san- 
atorium and a building up of a sanatorium and 
clinie system. 

Before beginning this I submitted the matter 
to the judgment of a friend in whom I had great 
confidence, a former commissioner of health of 
Chicago, and he advised me not to undertake it. 
He said ‘‘we have no weapons against consump- 
tion.’’ Mind you this is more than 20 vears ago, 
and we stood with relation to consumption where 
we stand against cancer now. We have no spe- 
cific for the cure of the disease. We have no pro- 
phylactie or vaccine by which the disease ean be 
prevented. To speak of it is to do nothing more 
than bring human sorrow; to speak of it is to 














— Oo D&D @ IS 


~~ SF ae a a eS Sle 


am 6 S@ 6 8 CS ot ee 








Volume 198 
Number 10 





THE WEEK’S CANCER PROGRAM 507 





do nothing more than to bring despair and fear 
and anxiety to men and why “undertake it since 
you have nothing to offer? 

In spite of that advice we launched a consump- 
tion campaign, and I am going to tell you some- 
thing about that now. I am going to make use 
of the experience of Chicago, not that there is 
anything peculiar there, not that there is any- 
thing that has been done in Chicago but what 
might have been done and better done in Bos- 
ton, it happens to be the experience with which I 
have had some contact and concerning which I 
can speak with some authority. 


Our first knowledge of consumption in the 
State of Illinois was about the year 1850. About 
that time Daniel Drake, one of the greatest char- 
acters American medicine had produced, jour- 
neyed from his home in Cincinnati to Illinois. 
He went up the Mississippi River to the Illinois 
and up the Illinois River to Chicago, and when 
he arrived he wrote back to his magazine in Cin- 
einnati ‘‘from Jacksonville to Joliet I have been 
told that there is no consumption in Illinois; that 
it is free from the disease; furthermore those 
who come here with the disease find a haven and 
an escape from their disease.’’ He proposed that 
the claims of Illinois be seriously studied, claims 
that Illinois was entitled to be a resort state. 

Almost constantly prior to 1870 I find in the 
medical literature of that region reference to the 
fact that there was no consumption in the upper 
Mississippi valley except among the people who 
had gone there from New England and had 
taken the disease to their new homes i in the Miss- 
issippi valley. That was the prevailing opinion, 
and almost innumerable opinions to the same 
effect might be cited. 

Now what are the facts? The fact is that 
when the record first became available we had a 
death rate in Chicago and in the vicinity there- 
of of 300 (300 per 100,000)—but forget the 
standard of measurement and earry the figure 
300. 300 represented the consumption death 
rate at that period in our history when our doce- 
tors weren’t informed, when everyone was say- 
ing that consumption was of no consequence. 
There was no consumption problem as they re- 
garded it then in the State of Illinois. There 
was the death rate. By 1902 this death rate 
had been cut approximately in half. It was 150. 


Now what had brought that about? I termed 
that the period of indirect effort. It was the 
period in which we had no armamentarium for 
fighting consumption. We had no specific to 
cure it, no vaccine to prevent it, no hospitals in 
which it might be eared for, no sanatorium, no 
preventorium, no equipment whatsoever. Seem- 
ingly in the face of the disease society lay help- 
less. And yet by 1902 this rate had been cut 
approximately in half, and how? By campaigns 
of education, by propaganda, by elevation of the 
standards of living, better wages, more expen- 
diture on the home, better homes, better work- 





ing places, better habits, better customs, more 
food and better food ;—by such indirect efforts 
as these, supplemented by frank speech, sup- 
plemented by the spread of intelligence by the 
spoken word, nothing more than campaigns of 
education and propaganda the death rate from ° 
consumption had been cut in half. 


Now will vou think of this if you please—at 
no other period has there been so great a reduc- 
tion in the consumption death rate as there was 
when without equipment, no vaccines and no 
specifics, no antitoxins, no hospitals, no sana- 
toria, no preventoria, when the only possibility 
of improving conditions was by appeal to the 
intelligence and to the interests of the people— 
in no other period has there been so great a 
numerical reduction as there was in that period. 

In 1907 without abating any of the earlier 
efforts, by continuing all of the things that had 
been done we added thereto certain direct efforts 
for the control of the disease. We had heard of 
the efficacy of the hospital and of the sanatorium 
and of what could be accomplishéd by tubereulo- 
sis dispensaries and by nursing service, and we 
knew what could be done by the pasteurization 
of milk and by the registration of consumptives 
and by appeal direct to the consumptive himself ; 
and by that line of policy which we term ‘‘ direct 
effort’’ in addition to that which had been done 
in an indirect way we effected a further reduc- 
tion of about 50 per cent.—in round figures from 
a rate of about 150 to a rate of about 75; and 
that was a reduction of 75 points as compared 
to the earlier reduction in that prior period of 
150 points as a result of the application of di- 
rect measures of control in addition to the meas- 
ures of indirect control to which your attention 
has been called. 

Now we stand under the necessity of making 
another decision. It is my judgment that the 
time has come if there is to be further improve- 
ment, further reduction of the consumption 
death rate, it is necessary that there should be 
the addition to our armamentarium of specific 
measures directed at the disease, specific sub- 
stanees similar, if you please, to the antitoxin 
for diphtheria, similar, if you please, to the vac- 
cine for smallpox; and if we are to have a fur- 
ther material reduction in our consumption 
death rate, we must at about this period enter 
upon a third period, a period of specific action. 

Now note, if you please, this division into pe- 
riods. The first is the period of indirect action, 
and then the period of direct action, and now it 
is proposed a period of specific action for which 
I sincerely trust our bacteriologists and labora- 
tory workers will present us with the arms of 
offense and defense of which we are in need. 

Now how does tnis apply to cancer? How 
does this story dovetail in with cancer? You 
have been kind enough to walk down the corri- 
dors of time and experience we have traveled in 
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reaching the period where we now are in the con- 
trol of consumption, and it has been worth while. 
The results which have been accomplished have 
justified the expenditure of money. The results 
which have been accomplished have justified 
every statement, every promise, that was held 
out when the campaign was being launched 
something more than a quarter of a century ago. 
I believe with respect to cancer we stand where 
we stood with respect to consumption some 25 
years or more ago. I believe that the campaign 
against cancer will be aided by indirect efforts, 
education, propaganda, if you please, and cam- 
paigns having as their purpose stimulating the 
interest of the people, informing them of the 
facts about cancer. I listened today to a talk 
by the Chairman of the evening and I wish you 
could have all heard that talk and gathered from 
the speaker of the occasion the facts that are now 
at hand, that are available for use against this 
disease. It is true we have no antitoxin. It is 
true we have no specific. But we do have more 
of the facts and more of exact information about 
eancer than we had about consumption when we 
were beginning some 25 or 50 or more years 
ago. A campaign that tends to inform people 
as to what should excite suspicion, what should 
cause investigation, a campaign that would cause 
men to avoid all those things which make for 
eancer and that would stimulate those habits 
and customs that antagonize cancer would at- 
tain something of progress comparable to the 
gain made against consumption. 

We are somewhat more advanced than at the 
period when we launched our campaign against 
consumption. You have heard from your Gov- 
ernor and from your Mayor that you are en- 
gaged in direct effort. You have cancer hos- 
pitals dotted over the State of Massachusetts 
where cancer clinics and dispensaries and cancer 
nursing services are available; in other words, 
you stand midway between those two periods. 
You are going on with your work of propa- 
ganda and education, and simultaneously there- 
with you are providing the same type of instit- 
ution fitted for the needs or control of cancer 
that have been found effective against consump- 
tion. 

And now there is the story. We are merely 
asking you of the State of Massachusetts, we are 
merely asking you to lend your support of in- 
terest and of money, your support as citizens, to 
the same kind of campaign that has demonstrat- 
ed its effectiveness in the control of consumption, 
and it has proven worth while with consumption. 
It has there demonstrated that men may not see, 
that men may not easily previsage or under- 
stand, men may not clearly comprehend the ends. 
The facts flow in ways that men cannot under- 
stand; and that is all that we are asking, and I 
am sure that the intelligence of this community 
will respond to the asking and that you will 
travel the path for the control of this disease 








that experience has proved to be the proper 
path in the control.of its companion disease, 

The responsibility isn’t yours alone. You are 
not deciding alone for the people of Boston and 
of the State of Massachusetts. As you decide, 
so your decision will be in other States of the 
Union. As you succeed, there will be other 
States and communities that will follow in your 
footsteps. That which is undertaken here to- 
night, that which is launched here tonight, and 
that which will be presently done in Massachu- 
setts will have a hearing which will radiate to 
other lands until the world has been belted 
around. (Applause. ) 


In introducing Dr. Cabot Dr. Greenough said: 
We had to go as far away as Chicago to find an 
authority to talk to us on the public health as- 
pect of cancer, but for one to talk on the social 
aspects of this disease we come nearer home. I 
am willing to believe that the gentleman I am 
about to introduce discovered social ethics. I 
know he discovered social service for I saw him 
often during the period of its gestation. I in- 
troduce Dr. Richard C. Cabot. (Applause.) 


Dr. Richard C. Cabot said: Mr. Chairman, 
Ladies and Gentlemen: I have one advantage 
tonight over most of the speakers who preceded 
me. They have been doing the work of this cam- 
paign, to them is due the credit of all this. There- 
fore they eouldn’t so freely as I can, praise what 
has been done in this campaign. 

The hospital at Pondville for tancer is one 
which anyone who knows hospitals would recog- 
nize at once as belonging almost in a class by it- 
self. I have lived in hospitals a considerable 
fraction of my life. I know hospitals in this and 
other countries, and when I went to visit our 
State hospital for cancer, I said to myself be- 
forehand, ‘‘now those people are tackling one of 
the hardest problems that has ever been known 
to be tackled.’’ They are having their courage 
with them, for a hospital for cancer would be a 
place hard to make human, cheerful and encour- 
aging. Think of what it means—a hospital for 
this terrible disease. So I expect to see a place 
where people had done their best in overcom- 
ing discouragement. Now to my surprise and 
delight I found that hospital not only no more 
discouraging than most hospitals; it seemed to 
me the atmosphere there of hope and courage 
is superior to that I have ordinarily seen in that 
of general hospitals in this and other cities. 
Now, Ladies and Gentlemen, let me tell you that 
that is an extraordinary feat. 

Pondville is in a sense the center of this cam- 
paign but it is only one part of it. The speak- 
ers have referred to the different clinics for can- 
cer scattered over the Commonwealth. The hos- 
pital alone cannot meet all the demands of the 
problem though the hospital can do much. What 
has made this hospital? What has given it the 
qualities I have alluded to? A number of ele- 
ments have conspired to that end. In the first 
place, the quality of the surgical and radiologi- 
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eal service, the quality of the medical and sci- 
entific service there given. Really it is enough 
to make any of us feel proud to see what we 
have done and are doing there. I know some- 
thing of medical service in hospitals. 

I am not always in the mood to praise every- 
thing doctors do. I am sometimes at logger- 
heads with members of my profession, and I am 
therefore glad to speak of the extraordinarily 
fine work done from the professional point of 
view; but it is also from the human spirit of 
which Father O’Conor spoke earlier. The spirit 
of humanity and cheerfulness and explanation 
and courage that is given by the physicians and 
also by that extraordinary corps of nurses 
which after all makes such a tremendous differ- 
ence to the welfare of the patient and also by 
that third group to which Dr. Greenough has 
referred—the social workers. For at a place 
like this we must not be content with giving only 
good medical service. We must let them know 
they are getting it. I have seen good medical 
clinics where good work was done, but people 
didn’t go there because of the way the work was 
done. Now here in this hospital at Pondville 
they are equally good in conducting the service 
from the scientific point of view and skilful and 
humane in the way they have been doing things. 

Now what is to make this campaign a success 
throughout the State as we believe it will be? It 
is to be not only the public support for this cen- 
tral hospital at Pondville but for the clinics 
throughout the State. If the clinies are left to 
what the doctors doing their level best can do, 
they will not be successful. Many times in a 
doctor’s experience one has an occasion to see a 
elinie start and then be built up and be attended 
by a great many patients and be successful or 
stay so. What makes the clinic build up? It is 
the attention given by those in control to make 
sure that the things being done by nurses and 
social workers are what people like. 

Now in each different clinic which Dr. Bige- 
low and his assistants have started throughout 


the State is a local committee, lay and medical, 
to see how this thing is done, and if we think 
that now the Governor and the Legislature and 
the Commissioner of Health and the committees 
over which Dr. Greenough presides can do it 
all, then if the people think they ean sit back and 
See it go by, they will be disappointed. It has 
got to be the local spirit of the community to 
see that the people find out what can be done for 
them in their community and homes. 

It is impossible to have Pondville a place 
where people go to die. It is impossible, in the 
first place, because the place would be unbear- 
ably sad. It must be a place where people are 
cured or spared in many eases. People when 
they come to the end of their lives want to be 
near their homes. So there must be provision for 





people who are to end their lives being near their 
homes. People go a long distance to Pondville 
for relief, but when it comes to the end of their 
lives, they need to be near their homes. So we 
need places near their homes, and then. we need 
social service near their homes. These people 
have to be followed up after the clinic. They do 
not return to the clinic as often as they should; 
in other words, we ought to take that progressive 
attitude toward the disease as we took against 
tuberculosis. We ought to go after the patient 
instead of letting the patient come to us. You 
may not think that is necessary, but it is neces- 
sary in these eases, and that means that the so- 
cial worker should follow these people up to see 
that they are getting the very best towards cure 
or towards relief. 

Such institutions as we have started in this 
campaign have been inaugurated with an extra- 
ordinarily high standard, and, of course, can’t 
be maintained cheaply. Of course, this thing 
has got to cost money—it can’t be done in a nig- 
gardly way; and I want you to understand that 
the State has been liberal in this matter, be- 
cause this being the first State in which this 
campaign starts, we owe it to the whole coun- 
try and to some extent to the whole world not 
only to start it but to start it right, and it can’t 
be started right if you go at it in a niggardly 
spirit. And we have gone about it right, spend- 
ing money for first-class service, and when it 
comes to the attention of the tax payers, they 
must remember it is being done not only for 
Massachusetts but for the whole world, for 
whom, I believe, Massachusetts is going to set 
an example. (Applause.) 

Dr. GreENouUGH: The American Society for 
the Control of Cancer has sought to employ 
every agency available for the dissemination of 
knowledge and for the excitement of interest in 
the cancer problem. The moving picture has 
great possibilities in this direction, and we are 
going to show you a moving picture film pro- 
duced by the American Society which deals with 
this subject as a close of the evening’s meet- 
ing. 

Moving picture entitled ‘‘A Fortunate Acci- 
dent’’ was shown. This depicted the street acci- 
dent of a woman given a thorough examination 
by the attending physician who thereby discov- 
ered an early and unknown cancer which was 





treated successfully. 
The meeting was then adjourned. 
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VERMONT STATE MEDICAL SOCIETY 


USE OF ULTRA-VIOLET RAYS IN TREATMENT, WITH SPECIAL 
REFERENCE TO CHILDREN* 


BY EDWIN T. WYMAN, M.D.t 


HE value of sunlight as a health giving agent 
has been realized by mankind from the very 
earliest time of which we have any record. The 
sun was worshipped in ancient civilization be- 
cause of its supposed power of being able to 
drive away the demons of sickness and to expel 
disease. Herodotus, 431 B. C., mentions the sun- 
bath and recommends it for restoring muscular 
tone. During the Roman era, the sun was 
made the central object of adoration. A solarium, 
situated, as a rule, on the roof of a house, was 
considered a part of almost every Roman home. 
Heliotherapy, while thus well known as 
a therapeutic measure in olden time, became 
a lost art for many centuries, practically until 
the nineteenth century. 

The centuries’ old saying, that ‘‘Light 
is the life of man’’ is only now be- 
ginning to be realized in full significance. Sir 
Oliver Lodge aptly sums up the whole question 
of sunlight in the following words—‘ When the 
most efficient parts of sunlight are excluded, the 
organisms are apt to succumb to their ravages 
when unaided by the beneficial influences of sun- 
light’’. Sir Isaac Newton, by his discovery of 
the spectrum, opened up the path to the various 
fields of invisible radiant energy and to the pro- 
duction of artificial therapeutic rays. Even 
Newton only saw the spectrum of visible radia- 
tion and it was not until 1801 that Ritter, notic- 
ing that silver chloride was blackened by in- 
visible rays situated beyond the visible violet 
rays, rightly concluded that radiant energy is 
present in the ether which is visible to the eye. 
These radiations, owing to their position in the 
spectrum, are called ultraviolet rays, and these 
are the rays which have proved to exert the 
greatest therapeutic influence. 

When a narrow beam of sunlight enters a 
dispersing prism, that portion of the rays which 
is not refiected, is refracted at the surface as it 
enters the prism and is thus decomposed. Still 
further decomposition or dispersion occurs at 
the surface of emergence. <A vari-colored image, 
ealled a spectrum, gradually changing from red 
at one end to violet at the other end, is produced. 
From the red end to the violet end the wave- 
lengths of the radiation causing the different 
color sensations gradually become shorter. The 
shorter the wavelength, the greater the refrac- 
tion. Beyond the visible red rays there are in- 
visible heat rays which may be detected by their 

*Read at the Vermont State Medical Society, Middlebury, 
October 13, 1927. 


+For record and address of author see ‘‘This Week’s Issue,” 
page 524. 





heating effect on the blackened bulb of a ther. 
mometer. At the other end of the spectrum, be. 
yond the violet, there are invisible ultra-violet 
rays, the presence of which can be detected by 
chemical reactions or fluorescence. The ultra- 
violet light is made up of those rays of which 
the wavelength is from 390 to 60 millimicrons, 
The longer ultraviolet rays are termed the near 
ultraviolet and include those present in the solar 
spectrum, 390 to 290 millimicrons. The shorter 
ultraviolet wavelengths are designated far ultra- 
violet rays and comprise those shorter than 290 
millimicrons. Beyond the ultraviolet rays lie 
the X-ray and gamma region. On the other end 
of the visible spectrum, beyond the red rays, we 
find the heat and infra-red rays, and, still far- 
ther, the long waves used in wireless. A con- 
sideration of the absorption spectrum of proto- 
plasm reveals some very important facts con- 
cerning the penetration of these various rays 
into tissue. For example, in the heat region of 
the spectrum and especially the part of the heat 
region which lies nearest the visible spectrum, it 
will be observed that, if we move in the direc- 
tion of the visible rays, the absorption index de- 
creases and the penetration of the tissue by the 
rays increases. If, therefore, we wish to use 
radiant heat as a therapeutic agent, greater pene- 
tration will be obtained, if we use those radia- 
tions lying as close as possible to the visible part 
of the spectrum. If we could obtain a sufficient 
amount of ehergy, we would observe a greater 
penetration, if we were actually using the visible 
rays. The chief difficulty, in using visible light 
as a source of heat, is to obtain sufficient inten- 
sity of heat-penetrating rays without, at the 
same time, having an excess of long wavelengths 
or dark heat rays, which are absorbed at the sur- 
face, and, therefore, produce excessive surface 
burning. If one exposes the skin to the radiant 
heat from a hot stove, even though the intensity 
of the radiations exceeds the tolerance of the 
skin, the body, as a whole, is not appreciatively- 
warmed, but an exposure of the skin to the ra- 
diant heat of the sun will warm the body to the 
bone without burning the skin. The reason for 
this is to be found in the fact that the heat rays 
from the stove are soft, easily absorbed rays, 
while the radiations from the sun contain hard, 
penetrating heat rays. The solar rays penetrate 
deeply into the body and warm the blood stream, 
while the radiations from the stove are absorbed 
too near the surface of the skin to warm the 
blood. 

In the ultraviolet region of the spectrum, the 
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conditions are just the reverse. As the wave- 
length decreases, the penetration increases. The 
soft ultraviolet rays have a longer wavelength 
than hard ultraviolet rays. The near or soft ul- 
traviolet rays contained in the sun’s spectrum 
are non-penetrating rays and are absorbed by 
the skin. They are easily filtered out by dust 
or water particles in the air before they reach 
the earth. They are also largely filtered out by 
ordinary window glass, but are readily trans- 
mitted by quartz. These ultraviolet rays of the 
sun’s spectrum vary in intensity during the dif- 
ferent seasons of the year, being highest during 
the summer months and are lowest during the 
winter months. It is believed that this season- 
able variation is due to the absorption of the 
shorter wavelengths by the atmosphere. In any 
event, it is evident that, from a therapeutic point 
of view, the determining factor is the quality, 
not the quantity of these short or ultraviolet 
radiations. We know that the lack of these short 
rays will predispose a child to rickets and spas- 
mophilia and possibly may make them more sus- 
ceptible to many other diseases. While the cause 
of rickets is not known exactly, probably light 
or the lack of sunlight is a very important fac- 
tor, while poor ventilation, overcrowding, diet, 
climate and previous diseases may also be fac- 
tors. We find here the probable explanation 
why negroes with their dark pigment and the 
dark-skinned Italian are so prone to rickets 
when removed from their native land. In Africa, 
the negro goes about naked and attains the maxi- 
mum advantages from the sun’s rays. In sunny 
Italy, the Italian, likewise, spends most of his 
time out of doors and rickets there is rare. 
When these people, however, come to the tem- 
perate zone, as in this country, they are forced 
to wear clothes and are more closely housed. 
The pigment in their skin filters out many of the 
already diminished ultraviolet rays in the sun- 
shine, they lose the protective action of the sun 
to a great extent and, consequently, are prone 
to rickets. 


Here in New England, during the warm sum- 
mer months, it is possible to use direct sunlight 
in treating infants and children. It is imprac- 
ticable to expose an infant and often inadvisable 
to expose older children to the direct rays of the 
sun during the fall, winter and spring months, 
on account of the cold and consequent loss of 
body heat. This difficulty, however, may be 
Overcome by the use of a quartz window or a 
glass which is transparent to ultra-violet rays in 
order that the baby may have its sun treatment 
in a warm room. Window panes made from 
fused quartz transmit ultraviolet light better 
than any other known substance. The cost of 
producing it, however, makes it prohibitive ex- 
cept for experimental purposes. There are sev- 
eral ultraviolet transmitting glasses on the mar- 


Standards in Washington, D. C., the ultraviolet 
transmission of the various glasses is as fol- 
lows :— 

Corex glass, which is manufactured by the 
Corning Glass Works of Corning, New York, ex- 
ceeds all other glasses yet produced and rivals 
quartz in transparency in the spectral region of 
260 to 300 millimicrons. For therapeutie pur- 
poses, in regard to transparency to ultraviolet 
rays, this may be considered the perfect glass 
in that all glasses reflect about 8% of the in- 
cident light, and, because, the maximum possible 
transmission is about 92% of the incoming ultra- 
violet solar rays, Corex transmits 91.4% to 
91.8% of the total ultraviolet solar rays which 
are absorbed by window glass. Corex glass ap- 
pears to undergo no appreciable change in trans- 
mission when exposed to solar radiation. On the 
other hand, exposure to a quartz mereury are 
causes a very marked decrease in the trans- 
mission. 

Vitaglass, an English product, transmits 50% 
to 60% of the total ultraviolet activating solar 
rays which are absorbed by ordinary window 
elass. 

Helioglass (Vioray) transmits about the same 
as Vitaglass, 50% to 60%. Vitaglass after ex- 
posure in a hospital window for one year was 
found to have a transmission of 25% at a wave 
length of 302 millimicrons. Further exposure 
to the quartz mereury are reduced the trans- 
mission but little showing that solarization was 
complete. Helioglass has not been on the market 
for a sufficient length of time to obtain a com- 
plete solarization, but, however, two samples of 
Helioglass and Vitaglass exposed simultaneously 
to the sun in October and December, were found 
to have decreased in transmission at about the 
same rate. The average transmission of Helio- 
glass after complete degeneration by the quartz 
mereury are is about 30% at a wave length of 
302 millimicrons. 

Cel-O-Glass, which consists of a film of cellu- 
lose acetate on a wire mesh, transmits about 
30% of the total ultraviolet solar rays which are 
absorbed by window glass. A sample of ‘CebO- 
Glass that was exposed to the sun for 400 hours 
during the months of April to October decreased 
but little in transparency at a wave length of 
302 millimicrons. On the other hand, samples 
that transmitted 30% at a wave length of 302 
millimicrons when new, transmitted only 5% to 
10% at this wave length after being exposed on 
the side of a building continuously day and 
night for eight months, April to December, show- 
ing that this change in transparency may be 
owing to the varying conditions of weather. 
However, Cel-O-Glass is cheap and can be 
easily replaced. Windows of these glasses 


should be ideal for narsery windows, where the 
baby can have its daily sunbath, for hospital 
windows and a number of possible applications 





ket. According to the report of the Bureau of 


for the use of ultraviolet light in the sun’s rays. 
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- However, during the winter months in New Eng- 


land, it is questionable whether or not there are 
sufficient ultraviolet rays in the sun’s spectrum 
to be of much therapeutic value, although, our 
experiments tend to make us believe that the 
sun’s rays through a quartz window are of 
definite therapeutic value even during the winter 
months. 

Dr. A. Rollier of Leysin, Switzerland, may be 
said to be the pioneer in the field of sunlight 
therapy. He was the first to lay down a well- 
defined scheme for carrying out heliotherapy. 
The essential point of his routine treatment is to 
gradually increase the exposure of small areas 
of the body to the sun’s rays until the entire 


“body is exposed. Thereafter, the patient re- 
-eeives a daily sun-bath of from three to five 
‘thours. It should be pointed out that, whereas 


Rollier attributes the beneficial effect of his 
treatment to the sun’s rays, it actually consists 
of the sun’s rays, fresh air and rest. Although 
he recommends this form of therapy in tuber- 
culosis, undernutrition, chronic infections, rick- 
ets, etc., the best results have been obtained in 
surgical tuberculosis and in rickets. 

It may interest you to know that it is not 
necessary to journey to Switzerland to secure 
this form of treatment as many children affected 
with bone and joint tuberculosis, who are living 
at the New England Peabody Home for Crippled 
Children, can testify. 

In our locality, when direct sunlight is used, 
the infants are placed in a warm room with the 
sunlight coming through an open window, on a 
veranda or sunporch or in the shelter of a gar- 
den or yard. If given in the open, the infant 
should be protected from the wind by. a cloth 
sereen on three sides. A sheet draped on three 
sides of the crib will do, although it is better 
to have the shelter four or five feet high. On 
cool days the hands and feet should be kept 
warm by means of mittens and socks, and a hot 
water bottle or an electric pad can be used to 
maintain the body heat. It is important, always, 
to protect the baby from drafts. In starting the 
treatment, the infant should wear a diaper, band 
and shirt. The head and nape of the neck should 
be protected from the direct rays of the sun by 
a sunshade, cotton hat, or a sheet draped over 
the head of the crib. During July and August 
the bath should be given between 8 and 10 a. m., 
or between 2 and 4 p.m. In June and Septem- 
ber, it should be given in the middle of the day. 
At the start, the bath may be given two or three 
times a day, and, as the length of exposure in- 
creases, the number of baths are gradually de- 
creased to one or two a day, depending on the 
complexion of the patient and the intensity of 
the sunlight. The entire body is gradually ex- 
posed to the direct rays of the sun. First, the 
baby is exposed with his diaper and shirt on. 
Next, the diaper is removed, and, last of all, the 
shirt is removed. The scheme used takes eighteen 





days to gradually get the exposure of the entirs 
body up to one hour to the front and one hour ty 
the back. This same scheme is used with chil. 
dren. First the legs and thighs are exp 
then the abdomen from the ribs to the hips, ang 
the chest last. 

No hard and fast rule can be laid down. The 
plan should be varied according to the genera] 
condition of the patient, the tolerance of the 
sunlight, temperature and wind, height of the 
sun and clearness of the atmosphere. It is bet. 
ter for patients whose skin burns very readily 
to take shorter treatment, three or four times 
a day, in order to more gradually accustom the 
body to the sun. Many patients with dark skins 
can withstand twice the exposure given in the 
table we use. The whole object of the scheme is 
to get the patient well tanned without sunburn. 

At present, during the winter months and on 
cloudy days in summer, we are using a substitute 
for sunlight in treating infants and children, 
The mereury vapor quartz lamp and the carbon 
are lamp are the best means of artificially pro. 
ducing rays similar to the short therapeutic 
rays in the sun’s spectrum. There are four 
American Mercury vapor quartz lamps on the 
market, the Alpine Sun Lamp, the McIntosh 
Lamp, the Burdick Lamp and the Victor Lamp. 
The Alpine Sun Lamp and the MeIntosh Lamp 
are equipped with the Hanovia Burner, while 
the Burdick and Victor Lamps have the same 
burner—the Cooper-Hewitt uviare. While ultra- 
violet rays from a carbon are are not as intense 
as those from a mereury vapor quartz burner, 
the spectrum is more continuous and is more 
like the solar spectrum than the spectrum of the 
mercury vapor quartz lamp. All these lamps 
give off far ultraviolet radiations not present in 
the sun’s spectrum, the exact physiological action 
of which is not definitely known at present. While 
these lamps serve as a substitute, I believe that 
direct sunlight, when it can be obtained, is the 
best means of giving general ultra-violet ther- 


apy. We are now using Alpine Sun Lamps in. 


the Out-Patient Department and Medical Wards 
of the Children’s Hospital, where individual 
treatments are given. In the Infants’ Hospital 
we are using a room with four Burdick Lamps 
suspended near the ceiling, arranged to give as 
even a distribution of light as possible over the 
cribs. This permits us to treat a number of pa- 
tients at the same time. 

In regard to the use of ultraviolet rays in the 
treatment of disease in infants and children, it 
is very difficult to draw definite conclusions re- 
garding the beneficial effects in all of the various 
conditions in which this form of therapy has 
been advised. During the past four years we 
have been studying the effects of this form of 
therapy at the Children’s and Infants’ Hospital 
in the treatment of a number of different dis- 
eases. 





Rickets oecurs universally in northern civil- 
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ized countries, such as Europe and North Amer- 
ica, where there is lack of sunlight during the 
winter months. The seasonal variation in the oc- 
eurrence of rickets offers striking evidence of 
the part sunlight plays in the prevention of the 
condition. Rickets flourishes generally under 
poor hygienic surroundings and especially under 
conditions where direct exposure of the rays of 
the sun is infrequent or entirely absent. Palm’, 
in 1890, recognized the full importance of the 
lack of sunlight in the etiology of rickets and 
gave remarkable recommendations for the eradi- 
eation of the disease by means of sunlight. Rad- 
zyinski? wrote, in 1912, ‘‘It is the sun that plays 
the principal role in the etiology of rickets’’. 
He gave the first proof of the favorable influence 
of light on metabolism by an experiment on pup- 
pies. In June, 1919, Huldschinsky*® reported 
that the ultraviolet ray therapy exerted a cura- 
tive action in human rickets. He treated four 
children who had advanced rickets, with the 
mereury vapor quartz lamp and found that at 
the end of four weeks, it was possible to demon- 
strate by X-ray the deposit of lime salts at the 
ends of the long bones of the extremities, and, 
at the end of two months, the healing was almost 
complete. This discovery of Huldschinsky of 
the curative action of light in human rickets 
has been corroborated by numerous other in- 
vestigators. Hess and Weinstock* have made the 
remarkable discovery that such oils as cotton- 
seed and linseed, which do not protect animals 
from rickets, and green vegetables, which have 
little or no antirachitic properties, can be en- 


them to the radiation from a mereury vapor 
quartz lamp. The result of many studies has 
led to the conclusion that the chemical substances 
which can be activated by ultraviolet rays are 
cholesterol in animal foods and phytosterol in 
vegetable foods. These substances are present 
in almost every vegetable and animal cell. It is 
now generally recognized that rickets can be 
eured both clinically and, in experimental ani- 
mals with certainty, by the administration of 
cod liver oil. It can also be cured with cer- 
tainty by the action of ultraviolet light. 
Spasmophilia is a nutritional disease charac- 
terized by’ convulsions, carpo-pedal spasms, 
laryngismus stridulus and an extreme irritabil- 
ity of the nervous system to mechanical and elec- 
trical stimulation. The blood shows a low serum 
calcium concentration. It has been made quite 
clear that all cases of spasmophilia have rickets, 
but, all patients with rickets do not have spas- 
mophilia. To treat an established spasmophilia, 


one must use measures that will increase the |: 


blood calcium rapidly and permanently. Ultra- 
violet therapy has been shown to exert a favor- 
able influence in spasmophili. These rays not 
only influence the symptoms favorably but the 


the calcium concentration in the blood serum to 
normal. 


Gerstenberger and Wahl’ and others found the 
ultraviolet ray of decided value in the treatment 
of peritoneal, glandular and occeous tuberculo- 
sis. Beneficial results were not obtained in pul- 
monary tuberculosis of the miliary type, al- 
though, treatments were begun early. The pa- 
tients we have treated for tuberculosis of the 
mediastinal glands and tuberculosis of the mes- 
enteric glands have responded well to ultraviolet 
therapy. The treatments have seemed to improve 
the patient’s general condition, to relieve the 
symptoms, such as: cough in the bronchial and 
abdominal pains in the mesenteric cases and to 
favor early calcification of the glands. Our re- 
sults, in eases of tuberculous peritonitis, have 
been variable. It is not expected that ultraviolet 
therapy will cure all cases of tuberculous peri- 
tonitis. However, our cases show that it is a 
valuable therapeutic measure and we believe that 
it should be used uniess there is marked febrile 
reaction. : 


We have observed marked improvement in all 
of the patients treated for psoriasis while they 
received treatment. | 


It is much more difficult, in treating tuberculo- 
sis and many other diseases with ultraviolet rays, 
to draw definite conclusions as to the benefits ob- 
tained from this form of therapy, because in 
rickets and spasmophilia, the X-ray and blood 
chemistry give confirmatory evidence of recov- . 
ery. One has to depend almost entirely on clini- 
cal findings to note the progress of the case and 
it is often difficult to tell how much the disease 
has been influenced by the rest, fresh air, prop- 
er nourishment and general hygiene given as 
routine treatment in addition to the ultraviolet 
therapy. 

It seems fairly certain that the average in- 
fant and young child in Boston does not get a 
sufficient amount of sunlight during the winter 
months and it is possible that in the future it 
may be shown that a certain amount of sunshine, 
either natural, through an ultraviolet transmit- 
ting glass or artificially produced ultraviolet 
rays, during the winter months will prove useful 
in maintaining a child’s resistance against in- 
fections so common during the winter. Sun- 
shine should not be looked upon as a quick and 
sure cure for all ailments. Sunshine, however, 
as well as other forms of radiant energy, are 
of unquestionable value in the prevention and 
cure of a number of diseases. 
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THE USE AND ABUSE OF PHYSICAL THERAPEUTICS* 


BY FRANK GRANGER, M.D.t 


HE World War emphasized the rationale 

of physiotherapy. As a result the American 
Medical Association formed a Council on Phy- 
sical Therapy. This Council is to be to physical 
measures of treatment what the Council on 
Pharmacology has been, and is, to drug thera- 
peusis. It is composed of physicists, biophysi- 
cists, physiologists, internists, ete. Some of its 
activities are: 

1. The preparation of basic papers on 
such subjects as the roentgen ray, radium, 
hydrotherapy, electro-therapy, massage, 
mechanotherapy, exercise, and muscle train- 
ing. An exhaustive paper on the physio- 
logical effects of heat has already been pub- 
lished. 

2. The standardization of apparatus. 

3. The careful investigation of the ad- 
vertising literature with the aim of curtail- 
ing extravagant claims, particularly in 
regard to treatment and cure of disease. 

4. The laboratory and clinical investiga- 
tion of the effects and results of the treat- 
ment of disease by means of physical 
measures. 

In the past, the lack of adequate instruction 
in the medical schools—the avidity with which 
quacks and charlatans grasped these measures— 
the overenthusiasm of some physicians special- 
izing in physiotherapy—the lack of careful 
laboratory check ups—and the ignorance in gen- 
eral of the medical profession, relegated this 
method of treatment to an obscure and ofttimes 
derided position. 

The mysticism which shrouds electrotherapy 
is being rapidly dispelled. 

We now know that one or more of the follow- 
ing properties are inherent in all forms of Elec- 
tricity : 

1. Heat. The tissues offer more or less 
resistance to the passage of electricity, hence 
heat is generated. 

2. Mechanical. The faradie and sinu- 
soidal currents cause muscular contraction ; 
so does galvanism if interrupted. Similarly 
does the static sparks or static wave current. 

3. Chemical. The only two electrical 
currents having distinet polarity and hence 
chemical effects are the galvanic and static, 
in each case the positive pole is a sedative 
and has an acid reaction, while the negative 
is an irritant and has an alkaline reaction. 

4. Psychological. All forms of treat- 
ment, even at times surgery, possess this in 
varying degrees. With its impressive and 
awe-inspiring apparatus, physical therapy 


*Read at the Vermont State Medical Society, Middlebury, 
October 13, 1927. 


+For record and address of author see ,*This Week's Issue,” 
page 524. 





is capable of making the most profound 
mental impression on the patient. 


In the past the charge has been made that 
these valuable adjuncts to standard treatment 
possessed only this last property. 

Some of the laboratory observations were: 


1. The influence of ultra violet on the 
chemistry of the blood, whereby the eal- 
cium and the phosphorus content of the 
blood were generally augmented. 

2. The power of diathermy in suitable 
cases of nonunion or delayed union of bone 
in hastening the formation of callus. 

3. The more rapid disappearance of eal- 
cium carbonate in bursitis with calcification 
by means of the same diathermy. 

4. The increase in basal metabolism un- 
der auto-condensation. 

5. The increase in urinary solids, hith- 
erto deficient, by auto-condensation, and at 
times by the sinusoidal current. 

6. The deposition of calcium salts in 
rickets. 

7. The influence of actinic energy not 
only on the hemoglobin content of the blood 
but also on the number of red cells, and not 
infrequently on their differential count. 

8. The inerease in the alkali reserve 
under the administration of radiant heat. 


The following cannot be reiterated too often: 
Physical therapeutics should be used only as’ 
one of the triad of medicine, surgery and physi- 
cal therapeutics, and only in connection with its 
sister members. Generally the best results are 
secured from a prescription combining at least 
two of the five subdivisions of physical thera- 
peutics—hydrotherapy, electrotherapy, passive 
exercise in the form of massage, active exercise 
in the form of gymnasium or games, muscle 
reéducation, and mechanotherapy (the last 
strictly speaking a combination of muscle 
reéducation and gymnasium with the possible 
added incentive of competition). 


INDICATIONS FOR PHYSICAL THERAPEUTICS 


Nonunion or Delayed Union of Bone. Here 
adequate fixation is essential. Given this, dia- 
thermy, or diathermy and ultra violet are 
indicated. Ordinarily, though, diathermy suf- 
fices in a fair percentage of cases. Whenever 
possible the lateral method should be used. If 
not, the double cuff method, though less effie- 
ient and requiring a longer time both for treat- 
ment and for recovery, will accomplish the same 
result but with a decreased percentage of success. 
If the parts are encased in a plaster cast, win- 
dows should be cut in its lateral or anteropos- 
terior aspects. One window should be at the 
upper edge of the fracture, the other at the lower 
edge. Into these apertures, metal strips should 
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be inserted. In this manner, an adequate heat- 
ing through may be secured. I have never seen 
any swelling of the tissues from such a proce- 
dure. If after four weeks there still is no callus, 
a general treatment with air-cooled ultra violet 
should be added. Its value may be enhanced 
by the daily oral administration of from 10 to 
15 grains (0.65 to 1 Gm.) of some calcium 


salt. 

Bursitis. This condition, especially of the 
subdeltoid type with calcification, as a rule 
promptly yields to : (a) diathermy through the 
bursa and contiguous tissues, (b) chlorine 
ionization through these strictures, (¢) massage 
for its local circulatory effect; (d) stretching, 
gentle at first and later, if there is not too much 
reaction, vigorous. While in many of these 
cases the patients get well spontaneously with- 
out any treatment, if physical measures are em- 
ployed pain is lessened, the time of disability is 
shortened, and the percentage of recoveries is 
increased. 

Neuritis. Focal infection should always be 
sought for and removed if found. The treat- 
ment should be individualized. In general, 
there should be a primary application of heat. 
This may be radiant heat, diathermy, infra-red, 
or the whirlpool bath. This should be fol- 
lowed, dependent on the type of neuritis and 
the degree of inflammation by galvanism or the 
static brush discharge. In cases of extreme 
nerve inflammation, heat and the static brush 
discharge may be the only thing that can be tol- 
erated by the patient. Later, careful massage 
and motion should be used. The latter may be 
active assistive, active, or active resistive. 


Pneumonia. Diathermic heat is of value in 
this disease as it diminishes pain, improves 
transiently the heart’s action, and induces sleep. 
These factors alone make it a valuable adjunct 
to other standard or routine methods of treat- 
ment. I do not believe that diathermy ever 
shortened the course of this disease, but by re- 
lief of pain and increasing the amount of rest 
it may tide the patient over until lysis or, rarely, 
crisis occurs. The Brooklyn Naval Hospital 
employs diathermy as an adjunct in every case 
as soon as the diagnosis is made. The same 


holds true at the On-Shore Station of the Bos-. 


ton Floating Hospital. That diathermy does 
relieve the pain is attested by the fact that in 
hospitals where it has been used as a routine 
measure the bills for narcotics have been les- 
sened by at least 50%. At least, diathermy 
should be considered as a possible adjunct to 
other treatment. The technic is simple, and I 
have never found any bad effects on the heart 
with this procedure. Six by nine electrodes 
Should be placed anteriorly and posteriorly, the 
posterior one more to the left, the anterior one 
more to the right. From 1,000 to 1,800 milli- 
amperes may be safely used. It is well to turn 





the current on gradually, taking three or four 
minutes to attain the maximum strength. The 
anterior electrode may be held on by a sandbag, 
hot water bottle, the hand of the operator, or 
adhesive plaster. The duration of the treat- 
ment should be at least thirty minutes. Treat- 
ments may be given as often as indicated, vary- 
ing from every six hours to once a day. 


Fractures. Despite certain published reports, 
physical therapeutics intelligently used is of the 
greatest benefit. The wage earner is little in- 
terested in being told ‘‘that his bone has 
knitted’’ if, because of lack of functional restora- 
tion, he is unable to work or can do so only with 
difficulty. Delayed union or nonunion has al- 
ready been discussed. Heat (radiant), infra- 
red or diathermy) is valuable to relieve pain, to 
promote a more active local circulation, and to 
secure a certain degree of muscular relaxation. 
This should be followed by careful manipulation. 
Passive exercise should be either tabued or used 
with extreme caution, as a heavy handed tech- 


nician can easily cause displacement or refrac- - 


ture. Active assistive exercise, on the other 
hand, is of great value. As the condition im- 
proves, active resistive movements should be em- 
ployed. If there is nerve injury. galvanism and 
some of the mechanical currents may be in- 
dicated. 


Arthritis. In the consideration of this patho- 
logie condition it is presupposed that the re- 
quisite careful physical and laboratory exam- 
inations have been made, and that, where foci 
of infection may be a causative factor they 
have been removed. Symptomatic cure is fre- 
quently attained by the use of diathermy and 
galvanism, and at times by the addition of auto- 
condensation. Pain is generally relieved. If 
there is no mechanical obstruction, motion be- 
comes free. Although this improvement may be 
permanent, in some cases the symptoms return 
from eight to sixteen months later; as a rule, 
however, the same relief as before can be at- 
tained. 


Time does not permit the enumeration of 
other pathological conditions in which these 
measures of treatment have an accepted place. 
In this brief paper I have endeavored to show 
that there is a rational scientific basis for the 
use of physical therapeutics and that as an ad- 
junct to other standard measures it is capable 
of shortening time of disability, securing fune- 
tional restoration, and of enabling some, who 
otherwise would be helpless cripples, to return 
to their rightful position in the world. 





MISCELLANY 


AS OTHERS SEE US 


What do they see? A perfect portrait? A work 
of art? A masterpiece? Maybe. And again maybe 
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not. Have you heard anyone say? If not, better 
enquire. Their view-point is good, they have the per- 
spective. They see us as a whole and they examine 
us in detail. What they see ought to be a correct 
picture. Their verdict is emphatic and weighty. If 
unfavorable, what? Who is mistaken? Are they? 
Or, are we? 

Too little attention is given to public opinion by 
all classes and groups. ‘Teachers, clergymen, law- 
yers, physicians, retailers, wholesalers, producers, 
each and all must study public opinion if they wish 
to succeed in the fullest sense. Public judgment can 
and does point out weaknesses which are not seen 
by introspection. 

Adverse criticism should be a signal for thinking. 
If there is no truth in it, it will quickly succumb. 
If truthful, it had better be faced at once and the 
fault corrected. Class and mass will succeed the bet- 
ter they understand each other and the more they 
attempt to meet the other’s needs. 

W..G. R. 





STATE DEPARTMENT OF PUBLIC HEALTH 
REPORT FOR Marcu, 1928 


The following communicable diseases have been 
reported during the month: chickenpox, 170; 
diphtheria, 3; German measles, 5; measles, 325; 
mumps, 448; scarlet fever, 60; streptococcic sore 
throat, 14; typhoid fever, 1; tuberculosis, 17; whoop- 
ing cough, 141. 

The following examinations were made by the 
Laboratory of Hygiene: 








Examinations for diphtheria bacilli wesc 85 
4 for Widal reaction of typhoid 

fever 25 

. for Malarial PALASITES occeccccccccccsssssssseee 0 

a for tubercle bacilli 238 

ee for Evidence Of SYPHILIS wncccecssssesesee 296 
































- HOT GOMOCOCCE FM POUT nanncessesssessisssssscssoscsccosce 83 
a of blood for contagious abortion 
in cattle 25 
+ of blood for white diarrhoea of 
fowls 1313 
24 of water, chemical and_ bacterio- 
logical 34 
si Of Water, HacteriOIOZiCal.......eccccceses » 282 
. of milk, market 19 
si of milk submitted for chemical 
only 3 
fe of milk submitted for microscopi- 
cal only. 18 
ig of milk submitted by Department 
of Agriculture for added water... 4 
of foods 25 
re of drugs 0 
6a for the Courts, AULOPSIES once 1 
a for the courts, miscellaneous ........... 28 
Autopsies to complete death returns 1 
Examinations of animal heads for evidence of 
rabies ck 
Miscellaneous examinations 71 





The Division of Venereal Diseases reports as fol- 
lows: 








Cases of gonorrhea 21 
“ of syphilis 43 
“of gonorrhea reporting for treatment ........... 5 
“of syphilis reporting for treatment ...uwuw4.. 7 
“for intravenous treatment 5 

















Total treatments aise a 
Total gonorrhea outfits distributed ............... shi 92 
Wassermann outfits distributed um 348 


The Division of After-care for Poliomyelitis reports 
54 patients seen, 16 new pieces of apparatus fitted, 
nine patients were admitted to hospitals and 12 Da: 
tients were discharged from hospitals. Sales from 
articles made under direction of the vocational 
teacher amounted to $76.47. 

In the Division of Maternity and Infancy, the nurse 
visited six towns. 





BENNINGTON COUNTY MEDICAL SOCIETY 


The Society meets regularly the third Wednesday 
of each month, the meetings are held jointly with 
the staff of the Putnam Memorial Hospital. 

The Society has eighteen active members, the 
officers are: President, John H. Reichling, M.D.; 
Vice-President, E. M. Gardenier, M.D.; Secretary. 
Treasurer, John D. Lane, M.D.; Delegate, L. H. Ross, 
M.D.; Delegate, C. S. Buchanan, M.D.; Alternate, 
E. M. Gardenier, M.D.; Alternate, John D. Lane, M.D, 

At the January meeting, the subject under discus- 
sion was, “Surgical Conditions of the Abdomen.” 

At the February meeting, Schuyler M. Martin, M.D. 
of Troy, N. Y., presented an able paper on the Elec. 
tiocardiograph. 

At this meeting the feasibility of a credit rating 
list was discussed, but no action was taken. 

At the March meeting Wm. Kirk, M.D., of Troy, 
N. Y., presented a fine paper on Basal Metabolism. 

The subject for the April meeting will be Effu- 
sions in the Pleural Cavity, and several cases will 
be presented. 

Speakers expected to address the Society in the 
near future are Doctors McSweeney and Beecher of 
Burlington, and Rogers of Pittsford, Vt. 

The Society which was somewhat somnambulant in 
the past has awakened, meets regularly and realizes 
that the price professional life and success is alert- 
ness, interest, and codperation. 

The question of a proper medical practice act 
for Vermont is ever a live one with this Society. 

JOHN D. LANr, M.D., 
Secretary. 





NEWS ITEMS 


COUNTY NEWS AND NOTES 


The Burlington and Chittenden County Clinical 
Society has had four meetings this year. In Novem- 
ber at the annual meeting, R. S. Maynard was elect- 
ed President, E. W. Pike Vice-President and P. K. 
French Secretary-Treasurer. At this meeting Dr. 
B. D. Adams, the retiring President, spoke on the 
subject “Radium—Some of its properties and dosage,” 
reporting thirty cases of cancer of the face and 
mouth. 

At the December meeting, Dr. Ball of Rutland was 
the guest speaker, his subject being “The Interrelat- 
ionship of X-Ray and Surgery.” 

The speaker at the January meeting was Dr. George 
Warren of New York City, who spoke on the “Diag- 
nosis of indefinite pains of the kidney.” This paper 
was especially interesting because of the many fine 
X-ray plates Dr. Warren brought with him to illus- 
trate his talk. 

In March the meeting was devoted to the subject 





of Gynecology, Dr. G. I. Forbes of Burlington and 
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Dr. H. A. Durfee of Burlington being the speakers. 
Dr. Forbes took as his subject the use of Electro- 
Therapy in Gynecology, while Dr. Durfee spoke on 
Leucorrhea. 

Chittenden County Clinical Society has lost through 
death during the year past three members, Dr. George 
H. Branch of Grand Isle, Dr. W. W. Townsend and 
Dr. Barnet Frank of Burlington. These men, well 
known in their communities for faithful service and 
devotion to duty, will be very sincerely missed by the 
members and by the citizens of the towns where they 
lived. 

We have elected five new members during the year 
and reinstated two more. 

Vienna seems to be the goal of many Burlington 
physicians this year. Dr. H. A. Durfee returned this 
fall from two months of study there, and Dr. Seth 
Martin returns this month. Drs. A. R. Hogan and 
A. L. Larner are in Europe at present and Dr. Paul 
French leaves for Vienna next week. Dr. O. N. Hast- 
man has spent the winter in California and at the 
Mayo Clinic in Rochester, Minn., and Dr. Sam Spar- 
hawk has held an internship in obstetrics in the 
Los Angeles General Hospital during the past winter. 

During the November flood, Dr. T. S. Brown and 
Dr. F. S. Kent and members of the staff of the Mary 
Fletcher Hospital and of the senior class in the Medi- 
cal College distinguished themselves by prompt and 
efficient service in the flood-swept towns. 

Pau K. Frencu, Secretary. 
H. S. F. 





Dr. and Mrs. E. M. Nichols of Barton are receiving 
congratulations over the birth of their son, Elwin 
Milton Nichols, Jr., born March 29th. 


RECENT DEATHS 


Dr. J. A. Bouche of Montpelier died March 14th 
in a Montreal hospital, where he had been treated 
for several months for a complication of diseases. 

Dr. Boucher was thirty-seven years of age. 

He located in Montpelier in 1916 and had a large 
general practice. He gave up practice at the time 
of the November flood, although he had been ill for 
some time previous. 


He is survived by a wife and one son. 

Dr. E. G. Sprague of Barre, Vermont, well known 
specialist in eye, ear, nose and throat, died March 
16th, at his home, after an illness of about three 
months. Dr. Sprague was born in Chelsea, Vermont, 
February 3, 1865. His parents moved to Brookfield 
when he was about two years of age. He was edu- 
cated in the public schools of Brookfield, a graduate 
of St. Johnsbury Academy, entering the University 
of Vermont, where he graduated in both the academic 
and medical departments. 


He first located in Rumney, N. H., where he did 
general practice for several years. He then decided 
to specialize and spent several months in New York, 
later going abroad for further study, where he re- 
mained about a year. Returning to Vermont, he lo- 
cated in Barre, where he built up an enviable prac- 
tice. 

In 1903 he married Hettie Cook of Rumney, New 
Hampshire, who survives him, also three children, 
Mrs. Elizabeth Newton, J. Hebard Sprague, and Hettie 
Sprague, all of Barre. 

Besides being a fine physician, Dr. Sprague was 
a cultured gentleman and a loyal friend. 








ONLY ONE LEFT OUT 


The health officer of Bridgewater reports that all 
school children in that town except one, and all pre- 


school children over the age of six months, have 
been treated with toxin-antitoxin to prevent diph- 
theria. The use of toxin-antitoxin is not compulsory 
and the treatment is not given without the consent 
of parents. 

The mother of the one child not treated is of for- 
eign birth. In her native country she might not have 
as much freedom of choice in regard to protecting 
her children against disease as is accorded her in this 
country. While it is true that her child will be 
afforded a degree of protection because the neghbor- 
ing children are protected against the disease, it is 
also true that she is still incurring an unnecessary 
hazard. 

Altogether 88 of the 89 children in Bridgewater 
over the age of six months have received toxin- 
antitoxin. This means that a fraction less than 99 
per cent. (98.87 per cent. to be exact) of the children 
were so treated. Can any other town in Connecticut, 
or elsewhere for that matter, show practically 99 per 
cent. of their children treated with toxin-antitoxin 


to protect them against diphtheria? If so, the State 
Department of Health would like to have information 
about such town. So far as is now known, Bridge- 





water holds first place in diphtheria immunization 
of its children. Will any other town chailenge this 
position? 

If an honor roll should be provided for all towns 
showing 95 per cent. or more of their school children 
treated with toxin-antitoxin to prevent diphtheria, 
how many towns could have their names placed on 
such roll? It is not expected that many towns will 
reach the high mark set by Bridgewater, but it is 
hoped that a number of them may show upwards 
of 95 per cent. of their children protected. The names 
of towns doing such excellent pieces of work should 
be known to the citizens of other towns as an encour- 
agement to them to do likewise. What town will be 
the next to let its light shine?—Bulletin of the Conn- 
ecticut Department of Health. 





INFANT MORTALITY IN CONNECTICUT 


Fifty-nine deaths under one year per one thousand 
living births is the lowest rate ever recorded in Con- 
necticut. 

Infant death rates since 1907 are shown in the 
chart below. 
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CASE 14101 


EPIGASTRIC PAIN, VOMITING AND 
DELIRIUM 


SuRGICAL DEPARTMENT 


An unmarried American stenographer twenty- 
five years old entered the hospital January 5 
complaining of abdominal pain. 


For forty-eight hours before admission she 
had had moderately severe episgastic pain. At 
the onset she vomited about a cupful of reddish 
brown blood. The following day and the morn- 
ing of admission she vomited clear fluid. Dur- 
ing the illness she had had fever, anorexia and 
marked weakness. 

Her family history is good. 

Thirteen years before admission she had thy- 
roidectomy. Two years before admission she 
had appendicostomy for colitis. She had had 
periodic sensations of discomfort in the epigas- 
trium, usually of a day’s duration, which oe- 
curred coincidentally with menstrual cycles and 
followed complete cessation of menstruation in 
April, twenty months before admission. Since 
the onset of this her stools had had the gross 
characteristics of mucous colitis. Her catamenia 
had always been irregular. During the winter 
before admission she was despondent and at- 
tempted suicide with veronal. During the past 
few months her health had been good as com- 
pared with the past few years. She had gained 
weight. 

Clinical examination showed a fairly well de- 
veloped and nourished woman with pale skin 
and mucous membranes. An old sear on the 
anterior surface of the neck, well healed. Heart 
not enlarged. <A soft blowing systolic murmur 
over the apex, not transmitted. Pulses not of 
good volume and tension. Blood pressure 
130/70. Lungs normal. Abdomen somewhat 
distended, tympanitic throughout, tender over 
the right upper quadrant and epigastrium, es- 
pecially the former, on deep palpation. An old 
sear over the appendix with a small fistula. 
Slight purulent discharge. Vaginal examination 
unsatisfactory. Moderate tenderness in both 
fornices. Extremities, pupils and reflexes nor- 
mal. 


Urine at admission negative. The day of 


death the very slightest possible trace of al- 





bumin, acetone positive, 6 to 10 leukocytes and 
2 to 5 red cells per field (not a catheterized speei- 
men), many granular casts. Blood: 21,000 to 
16,600 leukocytes, 82 per cent. polynuclears, 20 
per cent. lymphocytes, hemoglobin 50 per cent, 
reds 3,560,000. Wasserman negative. Stool ex. 
amination showed gross blood and bile. , 

X-ray. The detail of the lung was obscured 
by respiratory motion. The right lung was 
slightly less radiant than the left, especially 
at the base. 

Temperature 102° to 106.2°, rectal. 
112 to 167. Respirations 24 to 37. 

The patient was critically ill, semidelirious, 
She went rapidly downhill. The medical and 
surgical House staff and a medical consultant 
could make no diagnosis. January 7 she became 
comatose. A lumbar puncture showed normal 
dynamics. The spinal fluid showed 350 leuko- 
eytes, normal chemical contents. That day the 
patient died. 


Pulse 


DIscussION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


It is rare to have thyroidectomy at twelve, but 
we have to take the statement as given. 

The remark about appendicostomy and colitis 
is surprising. In the first place one does not 
expect to see a person who has colitis so severe 
that appendicostomy is done recover as this per- 
son seems to have recovered. In the second 
place it is spoken of later as mucous colitis. 
This makes me suspect that is what it was in the 
beginning. If so, appendicostomy was the worst 
thing they could have done. 


NOTES ON THE PHYSICAL EXAMINATION 


There ought to be more detail on the spinal 
fluid. We do not often get normal chemical con- 
tents with 350 leukocytes. I should think that 
fact of the leukocytes the most important fact 


that we have. 
DIFFERENTIAL DIAGNOSIS 


The complaint with which she came, ab- 
dominal pain and vomiting of reddish brown 
fluid supposed to be blood, does not easily asso- 
ciate itself with the final symptoms, especially 
with the lumbar puncture fluid. Knowing that 
she had had an appendicostomy we wonder if 
that and the adhesions might possibly have some 
connection with the abdominal symptoms; but I 
do not think the evidence is good. An ap- 
pendicostomy ought to leave very little in the 
way of adhesions. In the second place her symp- 
toms do not seem to be particularly in that re- 


gion. There is nothing said about abdominal 
spasm. The abdomen is distended, tympanitic 
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and tender. She has nervous symptoms, semi- 
delirium and coma. I should say the best ex- 
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Janation is general infection in which the nerv- 
ous system took part and which showed itself 
with digestive symptoms in the beginning, rather 
than to say that local abdominal disease was the 
main cause of her death. Of course it is per- 
fectly possible that she had a general peritonitis 
and that the meningeal irritation or meningitis 
is secondary to that. 

The count of red cells looks as if this illness 
had been going on more than forty-eight hours, 
for it does not seem probable that she had 
vomited enough blood to cause that anemia, and 
there is nothing else to explain it. But what 
illness she may have had for more than forty- 
eight hours I have no idea. We have no evi- 
dence, I should say, of any chronie nephritis, al- 
though we do not know the gravity of the urine. 

Dr. Ricuarp B. Kine: It was perfectly nor- 
mal. 

Dr. W. Pearce Coves: Do you think she 
could have taken some poison a few days be- 
fore admission to the hospital in a suicidal at- 
tempt ? 

Dr. Casot: That would have caused her 
vomiting, but I do not see how we can easily 
link that up with the condition of the lumbar 
fluid or with the anemia. I do not know any 
poison that will cause such an anemia in two 
davs. There is not any evidence of jaundice or 
anything like acute liver trouble. I do not see 
how we can say she has tuberculosis in any form 
or syphilis in any form. 

A Puysictan: Can it be endocarditis? 

Dr. Casot: The history must be very de- 
fective if that is true. 

A PuysiciAN: She has a systolic murmur. 

Dr. Casort: Apparently she was sick only 
forty-eight hours. If she had had endocarditis 
I should have been satisfied to explain the ab- 
dominal symptoms in that way; but I should say 
that we have no good basis for a diagnosis of 
endocarditis in any form. 

A Puysictan: How do you explain the 
bloody vomitus and bloody stool? 

Dr. Canor: We see a great many critically 
ill patients, especially on the surgical side, vomit 
reddish brown fluid. This happens in peritoni- 
tis often, but also in a great many cases in which 
we never find a cause. The stool examination 
showed gross blood, but we do not know as to the 
question of hemorrhoids. We have no rectal 
examination. She is said to have had a colitis, 
not however of the type that ordinarily shows 
gross blood. Possibly her anemia is due to old 
colitis. If she has lived here that colitis was 
probably not of the type likely to spread beyond 
the intestine. I do not believe that I can make 
a diagnosis. 

Dr. Kina: She had a perfectly normal blood 
sugar and her COs tension was about 40 volumes 
per cent. I saw her about twelve hours after 
she became comatose and thought she might be 
in diabetic coma because of the tremendous 





hyperpnea which she was said to have had for 
some hours. 

Dr. CaBot: You do not know any more about 
that leukocyte count in the spinal fluid, do you? 

Dr. Kina: No, sir. 

Dr. Casor: That is the most definite fact we 
have. If only we had a little bit more! 

Dr. Tracy B. Matuory: There must have 
been a high percentage of polymorphonuclears. 
Dr. Casot: What makes you think that? 

Dr. Matiory: From our examination of the 
spinal fluid post mortem. 

Dr. Casot: Let us say then that they are 
polymorphonuclears. That means acute menin- 
gitis. Is that all there is? No, because acute 
meningitis does not cause anemia, and she has it. 
I think we must say some form of acute men- 
ingitis. Beyond that my only guess is that there 
is also some form of sepsis, local or general. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute miliary tuberculosis. 
Tuberculous peritonitis. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Acute meningitis. 
Sepsis, local or general. 


ANATOMIC DIAGNOSES 
1. Primary fatal lesions. 


Septicemia, staphylococcus aureus. 
Staphylococcus meningitis. 


Miliary abscesses in heart, spleen and kidney. - 


2. Secondary or terminal lesions. 


Chronie colitis. 
Focal necrosis of the adrenals. 


Dr. Mauuory: The primary diagnosis was 
septicemia with staphylococcus aureus. It 
showed up in the blood culture. Numerous 
miliary abscesses were found in the spleen, heart 
and kidneys. The lungs contained an old in- 
faret which must have been due to a much older 
processs than this. No source or suggestion as to 
where it might have come from was found. The 
brain showed a definite purulent meningitis also 
due to the staphylococcus aureus. She did have 
a true chronic colitis without any gross uleers 
but with very marked thickening of the wall of 
the sigmoid colon and a typical cellular infiltra- 
tion which extended down through the mucosa 
and muscularis into the serosa. No source for 
the sepsis was found. Whether it was possibly 
an extension from the colitis, I cannot say. It 
hardly seems likely. 

Dr. Canot: Is the organism of this form of 
colitis known, in your opinion? 

Dr. Mauutory: Not certainly. From a very 
considerable proportion of them we can recover 
streptococci, usually of the viridans type. A 
special diplococcus has been found in many eases 
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by Bargen of the Mayo clinie and he has also 
had very favorable results from specifie vaccine 
therapy. I do not feel, however, that the eti- 
ology can be considered settled. 

Dr. CasoT: Do you take it the colitis is the 
eause of the anemia? 

Dr. Mauuory: The sepsis may have persisted 
very much longer than the history suggests. 
The kidney showed not only acute miliary ab- 
scesses situated around infectious thrombi in 
small blood vessels, but all stages of healing 
abseesss and all stages of septic infarcts. So 
that I think the process must have lasted sev- 
eral weeks without much question. 





CASE 14102 


LOWER ABDOMINAL PAIN; QUESTION 
OF TREATMENT 


SurcicaL DEPARTMENT 


An American insurance agent twenty-three 
years old entered the wards from the Emer- 
gency Ward December 23 for study of pain in 
the lower abdomen. 

A year before admission he had two attacks 
similar to the present one and six months be- 
fore admission a third. These attacks were ac- 
companied by nausea and vomiting. None of 
them lasted more than a day. The night of De- 
cember 21 he was awakened at midnight with 
severe epigastric pain radiating downward to 
the lower abdomen, more to the right. He was 
nauseated and induced vomiting. The pain 
kept him awake the rest of the night. The 
morning of December 22 his physician gave him 
morphia. He slept most of the day. In the 
evening the pain was sharper and more local- 
ized in the right lower quadrant. His tempera- 
ture was elevated. He came to the Emergency 
Ward that evening. 

His family and past histories are unimportant. 
He had always been quite healthy. 

Clinical examination was negative except for 
slight injection of the anterior pillars of the 
throat and tenderness in the lower abdomen, 
more marked on the right side. Peristalsis was 
audible. There was slight spasm of the right 
rectus muscle. Over McBurney’s area there was 
some hyperesthesia. 

Before operation urine normal, leukocytes 
15,600, temperature 103.2°, pulse 92, respira- 
tions normal. 

Operation was done the day after admission 
to the Emergency Ward. The patient made a 
good recovery from ether. Two days later the 
pulse suddenly rose to 140. The patient was a 
little irrational and vomited twice. Gastric 
lavage yielded 57 ounces. The temperature and 
pulse rose steadily to 105° and 142 respectively. 
The general condition was very poor. Rectal 
examination was negative. The abdomen was 
tender, but there was no definite localization of 








pus. December 30 500 cubic centimeters of 
blood was transfused. A blood culture wags 
negative. The condition grew gradually worse. 
January 1 the patient was comatose. The sclerae 
were icteric. The abdomen was very rigid, 
There was surprisingly little drainage from the 
wound. That day he died. 


DIscUSssION 
BY EDWARD L. YOUNG, JR., M.D. 


This seems like a perfectly good story in a 
young adult: similar previous attacks of pain 
with nausea and vomiting, and the present at- 
tack of epigastric pain shifting to the right 
lower quadrant: I have never but once in an 
acute surgical abdomen seen an attack of pain 
which started in the epigastrium and shifted 
to the right lower quadrant which was anything 
but an acute appendix. The one exception was 
when an acute gall-bladder presented in the 
wound. The explanation was that the acute 
gall-bladder started the same reflex that the 
acute appendix generally does. 

I think the use of morphia in a ease like this 
is to be commented on in order to be condemned. 
It is not the thing to do in a situation like this, 
because it may not only mask symptoms s0 
that an erroneous diagnosis may be made by the 
surgeon, but it may make the patient sleep com- 
fortably through the day, as this patient ap- 
parently did, while the process itself goes on. 
If he had not had the morphia he would not 
perhaps have allowed himself to go as far as 
this without calling for help. 

Here is a record which ought to arouse sus- 
picion at once. <A temperature of 103.2° is 
never due to an uncomplicated appendicitis. 
There are exceptions to all rules, but that is 
an exceedingly good rule to go on, because it 
either means a ruptured appendix or a sepsis 
spread elsewhere than in the appendix. Add to 
that a leukocytosis which is not as high as we 
should expect with a severe septic process, and 
it makes us wonder whether the diagnosis is 
wrong or whether it is a good deal worse than 
examination suggests. 

Is there any other diagnosis to consider? Of 
course occasionally we meet an acute appendix 
which is only one manifestation of a general 
septicemia. There is nothing to make one think 
of a general sepsis here. Although it speaks of 
slight redness of the throat there is no other 
suggestion that he has had a chance for sepsis to 
originate in that region. 

Could it be pneumonia? There is no question 
that in certain eases it is of the very greatest 
difficulty to distinguish between an acute abdo- 
men and a central pneumonia with reflex pain 
in the abdomen. On the other hand I have never 
known in pneumonia such a clean-cut story of 
epigastric pain shifting to the right lower quad- 
rant as this man had. But the record says there 
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is only slight spasm of the right rectus muscle, 
and if there is a good deal of sickness one would 
expect a good deal of spasm. It has been go- 
ing only about twelve hours, so that it is pos- 
sible that it is pneumonia. 


I do not see any other thing to consider. Per- 
forated duodenal ulcer with the fluid trickling 
down to the right lower quadrant and giving 
pain with tenderness over the right lower quad- 
rant is possible, but an acute perforation means 
a tremendous lot of spasm. It is the best ex- 
ample of a board-like abdomen that we have, 
practically always, and this does not present 
that picture. 


It seems to me the only thing to do is to oper- 
ate for an acute appendix, with a very anxious 
feeling in the back of our heads as we do it. 


Dr. Casot: Would you make the usual in- 
cision, in the usual place ? 


Dr. Youna: I should. I should start with 
local anesthesia, to be changed to general if 
necessary when the diagnosis is confirmed. 


Dr. G. 8S. SpeARE: He was operated upon the 
day after admission to the Emergeney Ward, 
eighteen hours later. His temperature was 
high, and because of that we were doubtful 
whether it was appendicitis. It was 104° at 
entrance to the Emergency Ward. We sent him 
to the ward and operated the next day. The 
only sign indicating appendicitis was very slight 
tenderness in the right lower quadrant on deep 
pressure. There was no spasm. Rectal ex- 
amination was negative. 


Dr. Youne: Did the local signs change? 
Did you get more spasm ? 

Dr. SPEARE: They did not change very much. 
There was little spasm the next day. 

Dr. Youne: And you did not find anything 
in the chest to justify X-ray ? 

Dr. SpeARE: No. 

Dr. Younc: Because of course occasionally 
the X-ray is the only thing that will tell us in 
a central pneumonia. I have seen two or three 
cases where it was the only thing that would 
tell us whether it was a pneumonie or an ab- 
dominal process. I think I should operate with 
the feeling that it was an overwhelming infec- 
tion, with an acute appendix as part of the 
process. 

A Surceon: Doesn’t the normal respiration 
rate argue against pneumonia? 

Dr. Youne: Yes. On the other hand it was 
about five years ago we had five cases that I 
Saw myself where it was almost impossible to 
tell, and in two cases the X-ray was the only 
thing that did tell the difference. And one was 
four days after the onset of symptoms, and in 
that case the argument was that it would be 
impossible to have a pneumonia go four days 
without showing some signs. Yet it was there. 








DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Septicemia. 
Acute appendicitis. 


PRE-OPERATIVE DIAGNOSIS 
Acute appendicitis. 
OPERATION 


Gas-ether. Right rectus muscle retracting in- 
cision. The peritoneum was opened. The ap- 
pendix was found pointing toward the pelvis 
with a kink under the ileocecal valve. It was 
dissected off its bed with the finger. The distal 
two-thirds was entirely gangrenous. The prox- 
imal third was not inflamed at all. There was 
no free fluid in the peritoneal cavity. The base 
of the appendix was ligated, the mesentery cut, 
clamped and tied and the appendix removed 
with earbolic knife and aleohol. The stump was 
buried with a purse string suture. A cigarette 
wick was put in the pelvis with an angulation 
at the place where the appendix lay. The wound 
was closed. 


PATHOLOGICAL REPORT 


An appendix 7 centimeters long. The wall 
is black and covered with a vascular membrane. 
Microscopie examination shows extensive 
hemorrhagie and polynuclear leukocytie infiltra- 
tion of the entire wall with necrosis of the mus- 
cular layer and mucosa. 
Gangrenous appendicitis. 


FurtHer Discussion 


This is the type that we see with an over- 
whelming infection,—a gangrenous process with- 
out free fluid in the abdomen—and if we cut 
open the appendix nothing but the gangrene,— 
the appendix not filled with pus. 

Of course transfusion of blood is in itself not 
a cure for sepsis, but where sepsis has brought 
down the blood the addition of new blood 
may add just enough to the patient’s fighting 
strength to let him pull through. I assume that 
is the basis on which it was done. 

The icteric sclerae again suggest the spread- 
ing infection with liver involvement. 

I think Dr. Mallory will tell us that there is 
a spreading peritonitis in the abdomen without 


much walling off, and I am inelined to think ° 


he will tell us there is a positive blood culture. 
I do not think there has been time for the mul- 
tiple abscesses of the liver to develop. 

Dr. Casort: What proportion of the appen- 
dix cases you have seen have had sore throat or 
other respiratory infections ? 

Dr. Youne: I do not think I can put it in 
figures, but there is no question that there is 
a definite percentage who have had a sore throat 
or respiratory infection within a recent time. 
I think the appendicitis often is a metastatic in- 
feetion, and I think it occasionally is just one 
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part of a general infection, and those are the 
cases where we are apt to get a fatal termination 
even though the appendix itself and the con- 
dition of the abdomen at the time of operation 
are not such that we expect it to be fatal. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute appendicitis with peritonitis. 
Septicemia. 
Abseess of liver. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Septicemia. 
Gangrenous appendicitis. 
Spreading peritonitis. 


ANATOMIC DIAGNOSES 
1. Primary fatal lesion. 
(Gangrenous appendicitis. ) 
2. Secondary or terminal lesions. 
General peritonitis. 
3. Historical landmark. 
Operation wound, appendectomy. 


Dr. Tracy B. Mauuory: The findings were 
exactly as Dr. Young predicted,—a generalized 
peritonitis. There was a positive blood culture 
—streptococcus hemolyticus—and no evidence of 
any liver abscess. I think his jaundice must 
have been hemolytic in character. 

Dr. Casot: What brings about gangrene 
without pus in a ease like this? 

Dr. Matuory: I think there is usually pus 
microscopically. There may not be any gross 
amount. 

Dr. Youne: That is what I mean. There is 
no gross pus in many of these cases. There is 
no abscess around it, there is no distention. I 
saw a case last month. Two days before death 
the scrotum was gangrenous and there were 
large gangrenous areas on both thighs. He had 
a streptococcus infection starting in the throat. 

Dr. Casot: Does that mean plugging of ves- 
sels by emboli? 

Dr. Mautuory: Only in part if at all. I think 
there is probably a direct action of bacterial 
toxins, and the extreme swelling and distention 
undoubtedly interfere with the circulation. 

Dr. Cazsot: I think in relation to these cases 
we have come far enough away from the old 
times to be reminded of them. I happen to 
have been brought up in Brookline, where lived 
Dr. G. K. Sabine, who had about the best record 
for appendicitis cases of any man going. He 
never operated and he never lost a ease. He 
took eare of both of my brothers, one of whom 
I think now had a big abscess. His treatment 
was morphia, starvation, and everything that 
could be done to keep the mind as well as the 
body at rest. We say rightly, I suppose, today, 





cris: 

that it is criminal to give morphia and lock y 
things. He did just that thing, and I haye 
known very few people who had as good a record 
as his. 

Dr. Youne: When they died what did he 
say they died of ? 

Dr. Canot: His people didn’t die. 

Dr. Youne: I think it is a question whether 
a patient in a case such as this would have died 
of a general septicemia or of peritonitis. I think 
he would have died, but I am not sure that it 
would not have been a generalized septicemia 
rather than a peritonitis. 


<i 
<i 


PRIZE-WINNING PLAYS 





The three prize-winning plays in the 1928 Massa. 
chusetts Health Playwriting Contest are “The 
Starter” written by the Class of 1928 of the West 
Springfield High School, ‘Soldiers of Peace’ by Rita 
and Lester Radovsky of the B. M. C. Durfee High, 
Fall River, and “Lost and Found” by the Sophomore 
B Class of the Girls’ Catholic High School, Malden. 
Honorable mention is made of “Flood” written by 
the Drama Class of the Technical High School, 
Springfield and “The Making of Mickey” by Barbara 
Clark of the Melrose High School. These three 
plays have been selected of the sixteen submitted 
by pupils of high schools in the State, for their 
health message and dramatic value. The prize-win- 
ning schools have been invited to bring their casts 
into Boston to present their plays at the Copley 
Theatre on Friday afternoon, April 27, at three 
o’clock. Following the presentation, speeches will 
be made by the judges and the awards of the prizes 
made to the schools. 

This is the fourth year of the Health Playwrit- 
ing Contest conducted under the auspices of the 
Massachusetts Tuberculosis League. Mr. E. E. Clive, 
director of the Copley Theatre, Dr. Francis P. Denny, 
a health officer in Brookline, and Mr. Robert B. 
Kelso, secretary of the Boston Council of Social 
Agencies, compose the committee of judges. After 
the production the prize-winning plays will be for- 
warded to New York to be reviewed by a national 
board of judges in the National Health Playwriting 
Contest conducted by the National Tuberculosis As- 
sociation. The prizes for the nation-wide winners 
will be awarded at the convention of that association 
to be held at Portland, Oregon on June 18. 





COORDINATION IN CANCER RESEARCH 


An important conference was called by Surgeon 
General Cumming on April 9, with the object of 
obtaining codperation and furthering the research 
into cancer by both Federal and private organizations. 
Three representatives of the Public Health Service 
attended and in addition eleven individuals repre 
senting private field of cancer research. A subcom- 
mittee of five was appointed to outline a definite pro- 
gram for cancer research and submit a report within 
two weeks. This committee consists of Dr. Francis 
Carter Wood, Columbia University; Dr. James B. 
Murphy, Rockefeller Institute; Dr. Warren Lewis, 
Carnegie Institute; Dr. W. H. Howell, Director of 
Hygiene, Johns Hopkins University, and Dr. Joseph 
W. Schereschewsky of the Public Health Service. 
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A CHALLENGE TO THE DOCTORS OF 
MASSACHUSETTS 


THIS week is devoted to a cancer campaign, 
the principal objective of which is to bring pa- 
tients with cancer under competent medical 
supervision earlier to the end that more of the 
5900 persons dying annually from this disease 
may be saved. It is conservatively estimated 
that 30 per cent., or about 1200, could be so 
saved if in each instance our present knowledge 
were adequately applied sufficiently early. The 
organized medical profession, the organized pub- 
lie and organized government are making an 
Herculean effort to arouse the adult public to 
their responsibility in this regard. Galvanized 
by the legislative program, a State cancer hos- 
pital has been opened and, what is much more 
significant, under the direction of the local med- 
real profession eancer clinics have been opened 
in twelve cities outside of Boston. Probably 
never before in the history of the world have 
such readily accessible resources of such an aver- 
age high quality been available against cancer. 











But the indications are that for every person 
seeking advice from a clinic, three to five go 
to a doctor privately. The campaign slogan is 
‘‘Go to your doctor or a cancer clinic.’’ Is this 
advice sound ? 

Because of the catholicity of cancer, to tell a 
person of advancing years that he has no cancer 
is probably one of the most taxing diagnostic 
problems of all medicine. When you consider 
that on the average each physician in the State 
sees two cancer cases a year, general expertness 
in recognizing this disease is impossible. But it 
is fair to expect the average thoughtful physi- 
cian to reassure the 75 per cent. of persons which 
the clinics show are seeking advice without hav- 
ing the disease, and to make sure that those 
in whom there is doubt go promptly to where an 
authoritative opinion can be given. 

Again it has been said that any cancer pro- 
gram is doomed because of the discouragement 
of the public. But in some instances the pub- 
lic discouragement is less profound than that of 
the profession. These doctors are frequently 
thinking in terms of results obtained ten or more 
years ago. They must bestir themselves and be- 
come informed as to what modern surgery, 
X-ray, and radium are accomplishing in vertain 
types of cancer. 

Lastly there is the group, unfortunately 
found in every large profession, who are not 
alive to their great opportunity and obligations. 
These are not found at the medical meetings and 
clinics arranged all over the State this week. 
These contribute to that too frequent scandal of 
diagnosing rectal cancer as hemorrhoids with- 
out an examination. These are loud in their 
criticism of all orderly efforts of the health 
authorities. These give substance to any pop- 
ular contempt for our profession. To fully 
meet the challenge of the cancer campaign we 
must either reform or remove these from our 
midst. 

This challenge of adequate service to those 
who seek us early is the most sobering and most 
stimulating that has ever been thrown down to 
any profession. 





THE RELATIONS OF THE MEDICAL 
SOCIETY TO HOSPITALS 


For several years there was a section of Hos- 
pital Administration which held its sessions at 
the Annual Meeting of the Massachusetts Med- 
ical Society. Recently, however, without any for- 
mal action this Section has ceased to function. 
Possibly there was no adequate need of a spe- 
cial section to consider problems of hospital ad- 
ministration. It was, however, a section which 
united the Society with those outside the profes- 
sion. It is now proposed to do away with an- 
other tie between the Society and the public in 
the abolition of the Committee on Public In- 
struction. The JourRNAL does not undertake to 
point out the best method or methods of bringing 


conf ABE WETBEN NON? 8 TTT 


wet ee 



































































ei ee oo 


524 EDITORIAL DEPARTMENT N, E. J. 





of 
April 26, i= 








about co-operation between physicians and the 
publie and of laying before the public the ad- 
vances and the present state of modern scientific 
medicine. It is plain, however, that by some 
means or other this is essential if the Society is 
to fulfill its obligations. The opportunities open 
to the Staffs of hospitals to co-operate with their 
Trustees in giving the public a more accurate un- 
derstanding of medical knowledge, of our prob- 
lems and our triumphs and failures have been 
discussed recently in the issues of the JOURNAL. 
May it not be wise for the officers of the So- 
ciety to consider whether a revival of the Sec- 
tion of Hospital Administration is a satisfac- 
tory manner of stimulating interest along the 
lines suggested. Certainly some method of bring- 
ing to others the useful experiences of anv hos- 
pital is most desirable. 





THE HEADQUARTERS FOR THE MASSA- 
CHUSETTS MEDICAL SOCIETY 


Wuen the Berkshire District invited the 
Massachusetts Medical Society to hold its An- 
nual Meeting in Pittsfield it started a movement 
which has already gone far toward welding to- 
gether the physicians of the State and which 
promises to bring into closer community of in- 
terest the entire medical profession of New Eng- 
land. 

It is plain that the interests of no Section 
ditfer in any way from the interests of every 
other. The strength or weakness of any Dis- 
trict Society affect the “tate Society. The in- 
terests of all the Districts are common. The 
strength and activities of each have grown along 
with those of the parent Society. 

The need of adequate headquarters has be- 
come imperative if the Society and its con- 
stituent Districts are to do their full duty to 
the Fellows and to the Commonwealth. The in- 
spiration to secure such headquarters has come 
from the Springfield President of the Society. 

Following out the suggestions made at a re- 
cent meeting of the officers of the eastern Dis- 
tricts a cireular explaining the purpose of the 
Committee on Headquarters is being sent to 
each Fellow. Each District President and Sec- 
retary will form the nucleus of a subcommittee 
which will be large enough to permit every Fel- 
low of the District to be interviewed by a mem- 
ber of the Committee. In one District one com- 
mittee man has been appointed for every five 
Fellows. Thus no undue burden is placed on 
any member of the Committee. The response 
already made is most enthusiastic. Every Fel- 
low will have the opportunity to give what he 
feels able to contribute no matter how large or 
small this sum may be. 

The State-wide recognition of the need of 
adequate headquarters in Boston is shown by 
the fact that before formal requests for econ- 
tributions have been made several thousand dol- 








lars have been offered from Springfield and 
Fall River. 

Once again the Berkshire District has take 
the lead. The first actual contribution paid into 
the hands of the Treasurer is one of five hun. 
dred dollars given as a memorial to the late Dr 
Frank K. Paddock a former President of the 
Massachusetts Medical Society. 




















































THIS WEEK’S ISSUE 


ConTaINs articles by the following named 
authors: 


GREENOUGH, Ropert B. A.B., M.D. Harvard 
Medical School 1896. F.A.C.S. Visiting Sur. 
geon Massachusetts General Hospital; Assistant 
Professor of Surgery, Harvard Medical School, 
Director, Cancer Commission of Harvard Uni- 
versity ; Surgeon-In-Charge, Collis P. Hunting. 
ton Memorial Hospital. His subject is: ‘‘Can- 
cer’. Page 477. Address: 8 Marlborough 
Street, Boston. 


LomBarD, Herpert L. A.B., M.P.H., MD. 
Bowdoin, 1915. Epidemiologist and Chief of the 
Caneer Section, Massachusetts Department of 
Public Health. Address: 546 State House, 
Boston. Associated with him is: 

Dorrtnc, Cart R. A.B., C.P.H., D.Se., MD. 
Baylor University College of Medicine, 1921. 
Instructor in Vital Statisties, Harvard School of 
Publie Health. Address: 55 Van Dyke Street, 
Boston. Their subject is: ‘‘Caneer Studies in 
Massachusetts. 2. Habits, Characteristics and 
Environment of Individuals With and Without 
Cancer’’. Page 481. 


JONES, DANIEL Fiske. A.B., M.D. Harvard 
Medical School, 1896. F.A.C.S. Surgeon in 
Chief East Surgical Service, Massachusetts Gen- 
eral Hospital; Surgeon, N. E. Deaconess Hos- 
pital, Surgeon-In-Chief, Palmer Memorial Hos- 
pital; Associate in Surgery, Harvard Medical 
School. His subject is: ‘‘The Early Diagnosis 
of Carcinoma of the Reectum’’. Page 487. Ad- 
dress: 195 Beacon Street, Boston. 


Cneever, Davin. A.B., M.D. Harvard Medi- 
eal School, 1901. F.A.C.S. Associate Professor 
of Surgery, Harvard Medical School; Surgeon 
to the Peter Bent Brigham Hospital, Boston. 
His subject is: ‘‘Careinoma of the Gastro-Intes- 
tinal Traect’’. Page 488. Address: Peter Bent 
Brigham Hospital, Boston. 


SmirH, GreorceE Giupert. A.B., M.D. Har- 
vard Medieal School, 1908. F.A.C.S. Urologist, 
Massachusetts General Hospital and Palmer Me- 
morial Hospital; Surgeon, Huntington Memor- 
ial Hospital. His subject is: ‘‘Malignant Dis- 
eases of the Genito-urinary Tract’’. Page 496. 
Address: 6 Commonwealth Avenue, Boston. 


DaLAND, Ernest M. A.B., M.D. Harvard 
Medieal School, 1918. F.A.C.S. Chief of Staff, 
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Pondville Hospital, Norfolk; Surgeon, Collis P. 
Huntington Memorial Hospital ; Surgeon to Out- 
Patients, Massachusetts General Hospital. His 
subject is: ‘‘Cancer Case Histories’. Page 499. 
Address: 483 Beacon Street, Boston. 


Wyman, Epwin T. M.D. Tufts College Medi- 
eal School, 1911. Instructor in Pediatrics, Har- 
vard Medical School; Assistant Physician Chil- 
dren’s and Infants’ Hospitals, Boston. His sub- 
ject is: ‘Use of Ultra Violet Rays in Treatment 
With Special Reference to Children’’. Page 510. 
Address: 483 Beacon Street, Boston. 


GranceR, Frank B. A.B., M.D. Harvard 
Medical School, 1902. Instructor of Physical 
Therapeutics, Harvard Graduate School of Medi- 
eine; Physician-in-Chief, Department Physical 
Therapeutics, Boston City Hospital; Lecturer in 
Physical Therapeutics, Tufts Medical School. 
His subject is: ‘‘The Use and Abuse of Physic- 
al Therapeuties’’. Page 514. Address: 520 Com- 
monwealth Avenue, Boston. 
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The Massachusetts Medical Society 


SECTION OF OBSTETRICS AND GYNECOLOGY 


Foster S. Kellogg, M.D. Frederick L. Good, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 





Use of Pituitrin During Pregnancy. 


Dr. Frederick J. Lynch, Clerk, 
Section of Obstetrics and Gynecology, 
126 Massachusetts Avenue, 
Boston, Massachusetts. 


Dear Dr. Lynch: 


The Obstetric column appearing in the Boston 
Medical and Surgical Journal of November 10, 1927, 
contains the statement with regard to the use of 
Pituitrin during pregnancy and labor which should 
not be passed by unchallenged. This is the state- 
ment that pituitrin may be used to start patients in 
labor, when indications arise in the last few weeks of 
pregnancy, or to induce labor in patients who are 
overdue and developing large babies. The method 
advised is a modification of the technique described 
by Watson with an ounce of castor oil given by 
mouth, followed at one hourly intervals by ten grains 
of quinine, a suds enema, and ten grains of quinine 
respectively; if labor does not start within twelve 
hours, pituitrin should be given intra-muscularly in 
0.5 cc. doses every half hour until labor starts or 
until six doses have been given. 

This method is open to the two following objec- 
tions, in so far as the use of pituitrin is concerned: 
Either it may have no effect, in which case no harm 
will have been done, or the pituitrin may cause pro- 
longed and tempestuous uterine contractions with 
definite resulting danger to the mother from the pos- 
sibility of uterine rupture, and to the baby from 
interference with the placental circulation. The 
writer has seen one such case in which the method 
was tried in a toxemic patient: Following the first 
injection of pituitrin, the uterus went into a pro- 
longed tetanic contraction lasting over five minutes, 
while the fetal heart dropped to 60; full etheriza- 
tion was necessary to relax the uterus and allow the 
Placental circulation to become effective again. La- 


bor was eventually induced by insertion of a Voor- 
hees bag. 

It is not to be expected that the Obstetric column 
will contain statements with which its readers will 
agree at all times. Its statements, however, should 
err, if at all, on the side of conservatism, and of 
methods of tested efficacy. Watson’s method can 
hardly be claimed to have given the results in the 
hands of others that the author himself claims for it, 
and it must, therefore, be looked upon as still un- 
proved. 

Yours truly, 
TuHos. R. GorETHALS. 


In answer to this letter we wish to say, that 
the writer is perfectly correct in ealling atten- 
tion to his unfortunate experience in using pitui- 
trin to induce labor. 

The medical public used pituitrin freely and 
in improper doses when it first appeared and 
many occurrences of a nature similar to the one 
reported, happened. Practitioners were them in- 
formed and students were instructed never to 
use pituitrin except in the third stage. Grad- 
ually, as the preparation of the drug became 
standardized and its effects better known, the 
indication was advanced to the second stage in 
multiparous patients, with full cervical dilata- 
tion and no bony disproportion. Now, many 
obstetricians are even using it to stimulate labor 
in a lagging first stage and to induce labor. The 
dosage of 0.5 ¢.c. advocated by Watson, although 
used by him in a large number of cases without 
untoward result, does seem a little high and we 
prefer to use the drug in doses of 0.3 c.e. 

It is true that an occasional patient will have 
an idiosynerasy to a drug and react differently 
to it than other individuals, the same as is the 
ease with morphia or scopolomine. The effect of 
pituitrin is evanescent and the action can be in- 
hibited by the administration of ether or chloro- 
form. It is not the contention of the advocates 
of the use of pituitrin that its employment for 
inducing labor is a one hundred per cent. harm- 
less procedure, any more than are the other 
methods, viz., bagging, the introduction of bou- 
gies or the rupturing of the membranes, with 
their possibility of introducing infection. 

The cases must be properly chosen and the 
procedure carried out under the observation of 
the attendant. If the uterine contractions be- 
come too strong or of a tetanic nature, the treat- 
ment above-mentioned should be administered. 
The use of the drug in a toxic patient, may cause 
some difficulty, for two reasons. First, because 
it raises the blood pressure. Second, the toxie 
uterus is apt to be ‘‘cranky”’ that is, the first 
stage pains occur irregularly and are of dif- 
ferent intensity. It is with this condition that 
tetanic contraction of the uterus and. separation 
of the placenta is most frequently associated. 
The patient with a borderline pelvis, in whom 
the question of the necessity of resorting to a 
Caesarian Section is present, and who has ar- 
-rived at term, is the chief indication for its use, 





in our opinion, In this instance, it is desirable 
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to see what the case will do in labor. The abil- 
ity of the baby’s head to mold, the amount of 
““give’’ of the pelvic ligaments and the char- 
acter of the uterine contractions are variable 
factors and can only be determined after the 
case is in actual labor. Any of the other methods 
of induction would preclude the possibility of a 
subsequent Caesarian Section. 

The occasions for starting patients in labor 
are few and the cases should be carefully chosen. 
We do not wish to give the impression that the 
use of pituitrin to induce labor is an entirely 
harmless procedure. Also, we were not advo- 
eatin: its employment as the method of choice 
for iaducing labor, but in discussing the pur- 
poses: of pituitrin in obstetrics, called attention 
to the fact that this was one of its uses. 





Questions of a similar nature to the foregoing 
will be discussed in the JouRNAL each week. 
They may be addressed to the Clerk of the Com- 
mittee, in care of the JourNaut and will be 
answered by members of the Committee of the 
Section of Obstetrics and Gynecology. 


ee 


BOSTON MEDICAL LIBRARY 
Wiuuiam Harvey (1578-1657) 


THE medical world is very properly taking 
notice this year of the 300th anniversary of the 
publication of ‘‘Exercitatio Quatomica de Motu 
Cordis et Sanguiness in Animalibus’’, Harvey’s 
great work on the circulation. The significance 
of this work and at the same time the occasion 
for celebrating its terecentenary is the fact that 
it represented the beginnings not only of mod- 
ern physiology but was one of the first ex- 
amples of the application of scientific prin- 
ciples to the study of medicine. The authority 
of Galen, which had dominated medical thought 
for 1300 years was first seriously shaken and 
though Vesalius, Fabricius, Cervetus and Syl- 
vius has made gestures to this end, no finished 
study had been published that was destined to 
so seriously influence subsequent thought as did 
this book of Harvey. Had not the infiuence 
of the Roman Church in Catholic countries and 
certain of the leaders in the Reformation in 
others exerted such a restraint upon scholarship 
it is probable that what Harvey is credited with 
having initiated might have had a somewhat 
earlier birth. In England opposition from such 
sources was not at this time so potent. Harvey 
was born near Folkstone, England in 1578. He 
was graduated from Caius College at Cambridge 
in 1597 and having decided to study medicine 
made his way to Padua the most renowned in- 
stitution for the pursuit of medical studies at 
that time. Here he came under the instruction 
of Fabricius who was teaching anatomy there, 
certain of whose observations he was later to 
elaborate and perfect. From here he was given 








his diploma in medicine in 1602. He then re. 
turned to England where he started practice, 
was soon (1607) admitted to the College of Sur. 
geons and by 1609 was occupying a position of 
some importance at St. Bartholomew’s Hospital, 
He was widely read in the classics of medicine, 
was an admirer of Aristotle and Galen and 
quotes the former advising the study of com. 
parative anatomy as a means of making clearer 
that of the human body. In 1615 he was chosen 
Lumleian lecturer at the College of Physicians 
and in April of 1616 he gave the first published 
expression in the form of lectures of his views 
on the circulation of the blood which however 
were not published in book form until 1628. His 
writings indicate that in the pursuit of his 
studies in anatomy he had dissected about eighty 
subjects. He had the work of Vesalius, Co- 
lumbus, Fallopius and others at his fingers ends, 
He quotes Aristotle more frequently than any 
other author and after him Galen, for whom 
he apparently had professional respect without 
much personal admiration. His familiarity with 
Horace and Virgil among the Latin poets and 
with Caesar and Cicero was often shown. He 
had read St. Augustine and was well grounded 
in Bible study. In 1618 he was Physician Ex- 
traordinary to King James I with a promise 
of appointment to be Physician in ordinary at 
the next vacancy. His book on the circulation 
excited considerable discussion both at home 
and abroad but no where was there claim that 
any other was entitled to priority of discovery. 
He took trips abroad by order of the King, as 
physician to certain of the Royalty. He is said 
to have been present at the battle of Edgehill 
where he was in charge of the Prince of Wales 
and the Duke of York and sat on the side lines 
reading a book during the progress of the bat- 
tle. He had a considerable practice, was very 
industrious in prosecuting his studies and 
achieved high position among the physicians of 
his day. He refused election to the presidency 
of the College of Surgeons on account of his 
age. He suffered much from the gout and it 
was during an attack of this malady that he 
died on June 3, 1657. He is buried in a me- 
morial chapel at Hampstead Church, built by 
the College of Surgeons. 

Such of his works as the Library possesses 
will be exhibited during the week of April 30th. 


FRACTURES OF THE CARPAL SCAPHOID 


In spite of the fact that there have been 
repeated warnings in medical literature to the 
effect that sprains of the wrist are frequently 
far more serious than they, at the first blush, 
appear the profession is singularly unmindful 
of these warnings either because personal. ex- 
perience has not enforced them or because fa- 
miliarity with medical literature has been lack- 
ing. For this reason during the week of April 
30th, there will be found on display in Holmes 
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Hall some of the more significant literature upon 
this subject. The last word has probably not 
been uttered in regard to this condition. It has 
not been determined why the seaphoid, of all 
the bones of the carpus, is the most frequently 
broken; why it is so loath to unite when it is, 
no matter what method of management is em- 
ployed and what is the explanation of the ocea- 
sional bipartite characters of its make up; none 
of these matters have ever been satisfactorily ac- 
counted for. The fact that there are apparently 
two centers of ossification in this bone quite 
frequently may be the answer to some, if not 
all, of these questions. The outstanding point 
that seems to need emphasis is that trauma to 
the wrist, however trivial, may result in a frac- 
ture and in making an examination of this re- 
gion neglect to take this into consideration may 
result in embarrassment. 
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MISCELLANY 


RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS 


Marcu, 1928 


GENERAL PREVALENCE 








The total reported incidence of communicable dis- 
eases for March was very high, due principally to the 
prevalence of measles. 

As was the case for February, the incidence of 
measles was by far the highest of any March in the 
history of the Department. There has been no evi- 
dence of a decline as yet. The incidence of mumps 
was rather high. 

The reported incidence of diphtheria, scarlet fever, 
pulmonary tuberculosis, lobar pneumonia, German 
measles and whooping cough was within endemic 
limits. 

In February a new low record for typhoid fever 


low record has been reached. It is the lowest record 
for any month in any year. The incidence is 35 
per cent. lower than the previous best March record, 
in 1926. The first quarter of the year shows a re- 
duction of 20 per cent. from the previous low first 
quarter, in 1926. 

Fewer cases of influenza were reported than in any 
previous March. The incidence of poliomyelitis was. 
low. 


RARE DISEASES 


Actinomycosis was reported from Lynn, 1; total, 1. 

Anterior poliomyelitis was reported from Boston, 
1; Cambridge, 1; Hopkinton, 1; Somerville, 1; Wake- 
field, 1; total, 5. 

Anthrax was reported from Haverhill, 1; total, 1. 

Dog-bite requiring anti-rabic treatment was re- 
ported from Ashland, 1; Boston, 16; Braintree, 1; 
Chelmsford, 4; Hanson, 1; Lowell, 17; Lynn, 1; 
Mansfield, 1; Marblehead, 1; Newton, 3; North At- 
tleboro, 1; Peabody, 1; Revere, 8; Southbridge, 3; 
Stoughton, 2; Waltham, 1; Winchester, 1; Winthrop, 
4; Worcester, 6; total, 73. 

Encephalitis lethargica was reported from Wey- 
mouth, 1; total, 1. 

Epidemic cerebrospinal meningitis was reported 
from Adams, 1; Boston, 4; Easthampton, 1; Green- 
field, 1; Lowell, 1; Northampton, 2; Somerville, 1; 
Springfield, 1; Worcester, 1; total, 13. 

Pellagra was reported from Boston, 1; total, 1. 

Septic sore throat was reported from Beverly, 1; 
Braintree, 1; Boston, 3; Cambridge, 5; Chelsea, 1; 
Lynn, 2; Plymouth, 1; Somerville, 1; total, 15. 

Trachoma was reported from Boston, 4; Chelsea, 
1; Fitchburg, 1; Worcester, 1; total, 7. 





PROPOSED NATIONAL INSTITUTE OF HEALTH 


Last year the Federal Government expended more 
than $13,000,000 in fighting plant diseases and pests; 
more than $8,000,000 in fighting the diseases of ani- 
mals, and about $43,000 for the research department 
of the Public Health Service. In preparing an argu- 
ment in favor of an intensive study into human dis- 





for that month was reported. Again in March a new 
MONTHLY REPORT OF CERTA 


eases the Public Health Authorities estimate that 
IN COMMUNICABLE DI SEASES. 





Cases in Entire Po 


DISEASE Mar. are 
1928 1927 Index 


tion Case Rates per 100,000 Pop. 
Prosodemic Epidemic Mar. Mar. Expected 


Index 1928 1927 Rateses 





ALL CAUSES 15,906 10,422 = - 367.8 2441 - 
Ant. Poliomyelitis 5 3 12 ttt ax Pe PY) 
Diphtheria 411 429 447* ove 9.5 10.0 10.3 
Measles 8,227 1.297 4,2340 1,9ee 190.2 30.4 97.9 
Pneumonia, Lobar 617 563 688+ See 14.3 13.2 15.9 
Searlet Fever 1,408 2,517 1,324* loles 32.6 59.0 30.6 
Tuberculosis, Pul. 435 490 365% 1,206 10.1 11.5 8.4 
Typhoid Fever 13 44 208 oTee oS 1.0 05 
Whooping Cough 1,198 760 1, 094+ 1.24 27.67 17.8 25.38 
Chicken Pox 974 1,167 - - 22.6 27.38 “ 
German Measles 111 68 = - 2.6 1.6 - 
Influenza 50 89 ~ - 1.2 201 - 
hhumps 1,496 2,027 « - 34.6 47.5 ~ 
Tuberculosis, O. Fe 82 61 ” - 1.9 1.4 o 


*This Index is an attempt to estimate the number of cases 
based on the trend during the past years which can be ex- 
pected to occur, and is for the purpose of comparison with 
the number of cases which actually did occur. 

**This ratio expresses how prevalent the disease is com- 
pared with the index mentioned above; 1.0 indicates that the 
actual number of cases equals the expected number. <A larger 


number means a greater prevalence, and a smaller number @ 
lesser prevalence than expected. Thus, 2.0 would indicate twice 
the expected number of cases, and .5 half the expected number 
of cases. ‘he method used to determine the indices is described 
in the August 18, 1927 issue of the BosToN MEeEbIcAL AND SURGICAL 
JOURNAL, 

***Calculated from the Prosodemic Index. 
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last year 50,000,000 people suffered from colds and 
bronchitis; 17,000,000 from influenza and grippe; 
11,000,000 from diseases of the digestive system; 
8,000,000 from tonsilitis and sore throat, and 5,000,- 
000 from diseases of the nervous system. 

A bill has been introduced in the Senate by Sen- 
ator Ransdell of Louisiana providing for the creation 
of a National Institute of Health within the Public 
Health Service, carrying with it an appropriation 
of $2,000,000 a year for a term of five years. 


<i 


MASSACHUSETTS LEGISLATIVE 
NOTES 


HOUSE—NO. 1219 








An Act enlarging the District to which Certain Laws 
relative to the Emission of Smoke shall apply, and 
providing for Further Investigation. 


Be it enacted by the Senate and House of Repre- 
sentaiives in General Court assembled, and by the 
authority of the same, as follows: 


Section 1. Section one of chapter six hundred and 
fifty-one of the acts of nineteen hundred and ten, as 
amended by section one of chapter ten of the acts of 
nineteen hundred and eleven, is hereby iurther 
amended by striking out the third paragraph and in- 
serting in place thereof the following :— 

“District” means the district to which the provi- 
sions of this act shall apply, to wit:—That part of 
Boston harbor lying westerly of a line drawn from 
the southeastern point of Deer Island to the north- 
eastern point of Long Island and the territory com- 
prised within the cities and towns of Arlington, Bel- 
mont, Boston, Braintree, Brookline, Cambridge, Can- 
ton, Chelsea, Dedham, Everett, Lynn, Malden, Med- 
ford, Melrose, Milton, Needham, Newton, Quincy, Re- 
vere, Saugus, Somerville, Stoneham, Wakefield, Wal- 
tham, Watertown, Weymouth, Winchester, Winthrop 
and Woburn. 

Section 2. The department of public utilities is 
hereby directed to further consider ways and means 
for more effectively abating the smoke nuisance in 
the district described in the preceding section so far 
as is consistent with the reasonable requirements of 
fuel consumers, and to make a report of its findings 
and recommendations to the general court together 
with drafts of such legislation, if any, as it recom- 
mends by filing the same with the clerk of the house 
of representatives not later than December first of 
the current year. 


qc 


RECENT DEATHS 


STEVENS—Dr. GrorGE BECKWITH STEVENS, a re- 
tired Fellow of the Massachusetts Medical Society, 
a former practitioner of Roxbury, died at his home 
in West Roxbury, April 14, 1928, at the age of 82. 

Dr. Stevens was born in Castine, Maine, October 
4, 1845, the son of Joseph L. and Dorothy Little Ste- 
vens. After attending the schools of Castine he came 
to Boston with his parents and entered Harvard Med- 
ical School, where he received his M.D. in 1870, first 
serving as house officer at the Boston City Hospital. 
From 1871 to 1891 he practised in Gloucester, and 
then in Roxbury, moving to West Roxbury four years 
ago. 

He was interested in genealogy and for 15 years 
had been historian general of the Society of May- 








a 
flower Descendants. He was a member of the Sons 


of the American Revolution and the Society of Cojo. . 
nial Wars. During the Civil War he served with the 
141st Illinois infantry and was a member in later 
life of Thomas G. Stevenson Post 26, G. A. R. 

He is survived by his widow, Mrs. Mary C. (Hills) 
Stevens; two daughters, Mrs. Seavey P. Swan of 
West Roxbury and Miss Dorothy L. Stevens of Ames. 
bury, and a son, Paul Stevens of Amesbury. 





CUMSTON—The death has been reported of Dz 
CHARLES GREENE CumstTon at Geneva, Switzerland, 
April 13, 1928. Dr. Cumston, who has recently playeg 
such a prominent part abroad in the history of med. 
icine, both as a writer and officer of societies hay. 
ing to do with that specialty, was, from 1894 to 1919, 
a practitioner and writer in Boston. In the latter 
year he moved to Geneva and had made that city 
his home since. He wiil be missed by a large circle 
of friends, both here and in Europe. 


eer 


CORRESPONDENCE 


PRIVATE CHARITABLE HOSPITALS AND THE 
BURDEN OF CHARITY 





THERE is perhaps no field of human endeavor pro- 
viding a personal service for human kind that re- 
quires a keener or more rigid discrimination than 
the administration of either public or private char. 
ity. The Greeks are still suspected of bearing gifts 
and the butler must keep watch for the unbidden 
guest. Charity appears a better term than free ser- 
vice, for the latter in these gasoline days often sug: 
gests the lurking place of that polite, smiling, impu- 
dent rascal designated ‘“‘unearned profits.” 

In presenting the viewpoint of the trustees of the 
private community charity hospitals, the term char- 
ity is used without reproach, and the term greed not 
intended to apply to “hard-earned profits.” The view- 
point is not intended to cover the administration of 
hospitals maintained by taxation, or charity hospitals 
connected with medical schools used for clinical 
teaching. There are considered some sixty or more 
hospitals, classed officially as private charitable cor- 
porations, that serve their respective communities 
adapted to care for the usual industrial accident cases 
needing hospital care. In the main, these hospitals 
are financed, equipped and maintained, not by the 
general public but by a few interested philanthropic 
individuals. The estimated cost of the modern hos- 
pital is from $4,000 to $6,000 per bed, equipment and 
furnishings extra. Its furnishings are often pro- 
vided by small groups. The cost of buildings and 
equipment is not represented in the maintenance 
charge. Having a hospital home provided at a cost 
per bed equal to a family home a few years ago 
and often provided by free gifts, exemption from 
taxation is small return for the donors’ generosity 
and the benefits shared by the whole community. 
There is much confusion as to the community hos- 
pital’s mission and who bears the burden of its sup- 
port. ’ 
Dr. Alfred Worcester, Henry K. Oliver Professor 
of Hygiene, Harvard University, who helped a gen- 
eration ago with the inauguration of many hospitals 
in Massachusetts, expressed his opinion on the mis- 
sion of community hospitals in his book “Small Hos- 
pitals,” published in 1894. I have his authority to 
state that he holds the same opinion now. To quote 
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a 
from page 57 and 58 he says “It is not the hospital’s 
mission to ease the financial burdens of people” (Note 
the hospital treats the individual not the “general 
public”) “Jet other charities do that.” “The hospital’s 
mission is to relieve and comfort the sick and suffer- 
ing, to help all curative processes, and do this alike 
for rich and poor.” Today there is a large class 
neither rich nor poor, but self-supporting, self-respect- 
ing, wage earning, to be served as well. “In order 
to do this for the poor, money must be solicited.” 
“This is trust money given for an especial purpose.” 
“Patients who can pay the cost of their service 
should certainly do so. Those who can only pay a 
part should pay what they can.” There are others, 
relatives, friends or employers who may be obligated 
to pay a part, or even the whole cost. That this pol- 
icy is practicable today is shown by the report of the 
Massachusetts General Hospital for 1926. For the 
house service proper the average cost was $5.87 daily, 
the average receipts from patients, including nurse, 
$2.31 daily, gratuity 60%. Patients were admitted as 
low as $1 per week; 295 at a rate of $.50 per day. It 
may encourage understanding to define charity as 
sharing the burdens of those unable to bear their 
burdens alone. The extent of the charity meted out 
is to be measured by the ability of the recipient to 
help himself, as well as by the extent of his needs. To 
quote the Commissioner of Public Welfare’s report 
for 1925, page 2: ‘Public assistance is today more 
adequate than it has ever been. When public author- 
ities give in a way to relieve the burden from rela- 
tives and friends, they give badly. When they give 
in a way to stimulate the help of these, they give 
well.” This is more emphatically true of private 
charity. A summary of sixty community hospitals 
shows that those served formed three nearly equal 
groups; one group not being able to pay anythiag 
themselves; but having a part of their cost paid by 
the city, state or by friends or employers. The sec- 
ond group pay a part of the cost individually. The 
third group pay more than average cost, the total 
received from the entire hospital service being about 
two-thirds of the cost. In some hospital groups about. 
three-fourths of the cost of maintenance is received. 
To be more concrete, a group of fourteen hospitals in 
South Middlesex District in 1926 was studied. There 
were 28,290 hospital patients treated at a per capita 
cost of $4.58 daily, a loss of $1.12 per day. Indus- 
trial accident cases were treated at a loss of 34%. 
Two-fifths of the loss was met by interest on endow- 
ments, three-fifths by annual subscriptions or contri- 
butions. There was in this group a deficit of nearly 
2% of the cost to be divided among thirteen hospitals. 
This last could only be met by those tireless work- 
ers that comprise the “Ladies’ Aid Societies” etc. 
Only comparatively few shoulder the burden. What 
the insurance companies failed to pay had to be met, 
not by the public as a whole, but by a few only and 
how few, only the few know. 


Previous to the passage of the Workmen’s Compen- 
sation Act the administration of charity in com- 
munity hospitals throughout the State was a simple 
matter. Charity was administered with discrimina- 
tion according to the needs and ability of the individ- 
ual patient, the staff doctor contributing his services 
gladly for deserving cases. When the Act placed the 
burden of providing medical and hospital care on 
the insurance companies, the situation was changed 
by the introduction of public servitors for a profit. 
Instead of a team of local workers with no profit in 
sight, or anticipated, governed by local conditions 


and necessities, the stock companies, all of whom 
with one exception, were from other states, or with 
their home offices in Europe, claimed the right of 
charity rates and free medical care from the hos- 
pital trustees, as a necessary part of the hospital ser- 
vice. Instead of the patient seeking treatment bear- 
ing the burden of his injury as an individual, the 
insurer who became responsible for both hospital and 
medical care under the law and was paid for it, re- 
pudiated the one, and claimed charity rates for the 
ether. This was not so simple, as the insurer claimed 
community rights in all hospitals. Charity and prof- 
its could. not sleep amicably in one bed. Because 
some city lasses smiled when profits made advances 
profits, like many a sailor lad from across the sea, 
tried to annex sweet charity in every hospital. The 
trustees shook their heads, and the advisory medi- 
cal committee was consulted. They seemed to think 
profits a nice fellow. He was such a spender too. 
For every dollar paid for the benefit of the injured 
worker, he collected $1.66 in premiums, paying 
$.4165 for brokers’ fees and the home office. Profits 
seemed to like charity so much it might be best to 
try companionate marriage for a while and see! This 
was about 1920. How does the situation stand today? 
It begins to look as if there would be no big or little 
profits following the union, for relations are strained. 
Some fifty hospitals have repudiated this union. The 
auestion has been raised: Is it legal to use endowed 
charity for the benefit of any profit-seeking interest? 
The Special Commission of 1926 (quoted in the March 
22nd JouRNAL) said “Hospitals should not be forced 
to do charity in industrial cases, and the right to de- 
termine the obligation for free medical service by 
staff doctors, in their community hospitals, rests 
with the hospiial trustees.” 


There are six large municipal hospitals supported 
wholly or in part by taxation, and six large char- 
itable hospitals used for teaching purposes, all car- 
ing for industrial patients. Many of these care for 
patients from a wide area, not only from near Boston 
but often from distant New England places. These 
twelve hospitals care for over 100,000 patients yearly. 
The sixty hospitals previously mentioned care for 
about twice that number, but their clientele is more 
restricted and largely local. If any exceptions are 
taken to the assumptions made in the published rul- 
ing of the Accident Board relative to the perquisites 
and obligations of staff doctors in general, as they 
may apply to the municipal and teaching hospitals, 
there are plenty of staff doctors representing them to 
express such views. The larger group of sixty hos- 
pitals, in general caring for twice as many patients, 
have a limited interne service, when there is any. 
There are few large clinics suitable for teaching, or 
helpful for training specialists. It is the opinion of 
the writer that the assumptions quoted apply only in 
part, if at all, to staffs where the doctor on duty gives 
an equal amount of time, skill, personal attention, 
and responsibility, to that given in private practice 
generally. When he gives free service to charity 
patients, or to those who can pay only a less-than-cost 
rate, he has met his rightful obligations to the hos- 
pital and local community. The term “ward patient” 
no longer means a “charity patient.” There are as 
many kinds of ward service as there are classifica- 
tions for patients. Whenever the regulations of the 
hospital permit, and the patient is allowed to select 
his own physician, the fact that a staff doctor exer- 
cises the relationship and responsibility of a private 





physician, actually rendering the needed service per- 
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sonally, it is hard to understand the reasonableness 
of any quibble whether the doctor was chosen by the 
hospital, the patient, or the insurer. The doctor does 
the work, the patient receives the benefit, and the part 
of the insurer is to pay a reasonable fee for adequate 
service, under Sec. 30. 


The principle of a cost rate for hospital service has 
been in operation in Ohio for some time, and since 
1921 Connecticut has required by law that the insurer 
pay the hospital cost rates. 


The writer has knowledge that in one of the larger 
municipal hospitals, Everett and other cities using 
this hospital for dependent patients, were charged a 
cost rate of $27.50 weekly in 1926, which was 30% 
larger than the $21 per week rate then allowed by 
the insurance companies for compensation cases. The 
difference saved by the insurers was over $6,000. Is 
the consuming public less able to pay this difference 
than the tax payers of these municipalities? Who 
bears this burden? Who reaps the profit? The para- 
graph in the ruling being considered, referring to the 
demand of the staff doctor for a reasonable fee for 
adequate service, attempts to discover a fallacy by 
ignoring at least one other fallacy. There is first 
the assumption that the insurer derives no profit 
from this free medical service, and that the propor- 
tionately small group composing the supporting pub- 
lic is identical with the consuming public on whom 
the burden should rest. When the stock insurance 
companies claim the business necessity of both char- 
ity rates from the hospital and free service from staff 
doctors, it is for them to demonstrate the necessity 
of a double ratio of expense compared with Mutual 
Massachusetts companies. See Report of Commis- 
sioner of Insurance for 1926, page 7. Also a ratio 
of expense many times in excess of the record of a 
monopolistic State fund. Information obtained from 
fifty per cent. of the charity hospitals serving the larg- 
est industrial cities and towns outside of Boston, 
supplemented by the report of the Boston City Hos- 
pital to the State for 1926, warrants the estimate that 
fully 8,000 industrial accidents are given hospital ser- 
vice $200,000 less than the average cost to the hos- 
pitals. If the free medical service was paid for at the 
rate now allowed for the same service outside the 
hospital, this present free medical service would total 
four times as much as the free hospital service, or a 
total of $1,000,000. 

The Report of the Department of Public Welfare 
for 1926 records that the amount of annual subscrip- 
tions and contributions received by over 1,000 char- 
itable corporations, was in excess of sixteen mil- 
lions, which aided a current expenditure of over thir- 
ty-eight millions. No data has been recorded for the 
whole State which gives the ratio of individual givers 
to the whole public. Every one familiar with the 
difficulty of meeting the annual need of subscrip- 
tions knows that the ratio is small, yes, very small, 
and that but a small fraction of the consuming pub- 
lic is represented in the giving, charity-supporting 
public. It is reported that for several years, in a 
suburban city, two thousand individual subscribers 
(4% of the population) pledged themselves to meet 
an annual deficit of $30,000. The average local hos- 
pital returns to the community $1.00 in service for 
$.70 paid by those responsible for the service received. 
The Stock Insurance Company, for each dollar spent 
for the injured worker, collects in premiums $1.66%. 
As a general proposition the Stock Insurance com- 
pany takes, as its toll, for doing the business more 
than double what it pays for both hospital and med- 





a 
ical service. The hospital makes no profit; whethe 
or not there is a profit, the insurance service is ex. 
pensive. 

In 1925 the Boston Chamber of Commerce collect. 
ed information on the number of subscriberg SUD 
porting 133 social agencies, under eight groups. The 
field covered included Metropolitan Boston with 
population of 1,100,000. There were less than 44,099 
contributors, or under 4% of the general public, of 
the givers, 55.7% gave less than 3.2% of the whole 
amount collected. One per cent. of the givers, or one 
person to 2,500, formed a group contributing 50% of 
the amount collected. This ratio has been confirmed 
by the experience of professional promoters of drives 
for charity purposes. See Ref. “Financing of Social 
Agencies,” pp. 33 and 34, 1925. 


Both the Industrial Board and the Medical Ad. 
visory Committee, in presenting their viewpoint, 
give much stress to the public character of the hos. 
pitals caring for industrial cases, their public sup. 
port and their duty to patients as members of the 
public. As the writer understands the situation, very 
few of the hospitais classified as private charitable 
corporations receive any substantial support through 
local taxation. There are a few municipal hospitals 
among the whole group considered, that receive some 
aid from local governments. The data published by 
the Department of Welfare discloses no such help to 
charity hospitals. As indicated above, the excess of 
cost above receipts from patients is met by charity. 
Do charity contributions from 4% of the people en- 
title the other 96% of the people to claim the right 
of an equal share in the charity given to aid those 
selected with discrimination? ‘The trustees of char- 
itable institutions have been taught to believe that 
the common law precludes the payments of pub- 
lic monies for the use of private charity except “quid 
pro quo.” 


General public support is obtained by taxation or 
by levy on articles of universal consumption. The 
latter ensures a wider distribution of the burden and 
is more easily borne. The writer understands the 
entire burden for caring for industrial accidents was 
intended to be placed on the consuming public. 

Under the present act, is it fair to tax a citizen 
of Boston to provide a less-than-cost rate at the Bos- 
ton City Hospital to provide treatment for a worker 
engaged in the manufacture of shoes, paid for by a 
citizen of Springfield, Chicago, San Francisco or by a 
stockholder of an insurance company from London? 
Is it any the less unfair to use yearly charity sub- 
scriptions for the same purpose? Is it conceivable 
that the law makers of the State foresaw that the 
charity funds of the State were to be applied to 
reduce hospital charges for the benefit of the far- 
reaching consuming public, or increase profits for the 
foreign stock companies? The trustees of charitable 
funds are guardians of its proper use. Would they 
do their duty to the local community and the donors 
of this charity, if they sanctioned this unnatural un- 
ion of profits and charity longer? 

The report of the Department of Public Welfare 
for 1926 gives the annual income available from en- 
dowed charity with annual contributions at $23,846,- 
000. Under the State wide application of a less-than- 
cost rate for hospital service, tribute is levied on 
local communities for the benefit of the general con- 
suming public, 96% of whom are non-contributing. 
Protests are accumulating from many widely sepa- 
rated hospitals serving industrial populations along 
the Merrimack, the Connecticut, and Narragansett 
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Bay. At least fifty hospitals classify patients pro- 
tected by insurance as ineligible for charity service. 

The accumulated facts indicate that most com- 
munity hospitals are public institutions only in the 
sense that the hospital service offered the public is for 
a charge commensurate with the ability of the patient 
to pay the cost; that charity is extended the individ- 
ual whose immediate need is greater than his own 
ability, or that of others obligated to meet the bur- 
den; that the charity extended is private charity con- 
tributed by less than 4% of the people; that public 
appeals for contributions are for charity, not public 
needs that no public or private seeking interests are 
eligible for charity service; that charity funds are 
properly extended by trustees only with discrimina- 
tion; that the general public has no more claim on 
charity funds than an able-bodied man has to a living 
at public expense without work; that the present 


ing public by the Compensation Act is without pre- 
cedent in Massachusetts, and is “unjust and contrary 
to all economic principles.” 

Why are charity hospitals exempt from taxation 
except the State has set its seal of approval on char- 
itable agencies, giving the trustees the right to con- 
trol charities’ proper use? The duty of trustees is to 
safeguard charity funds from the inroads of indi- 
vidual or corporate profit-seeking interests. However 
much sophistry may disguise the plea, the obligation 
to withhold charity is commensurate with obligation 
to extend it to the deserving. 

GEORGE E. WHITEHILL, M.D., Secretary 
Board of Management, 
Whidden Memorial Hospital, 
Everett, Massachusetts. 





GROWING UP 


The Commonwealth of Massachusetts, 
Department of Public Health, 
State House, Boston, 
April 9, 1928. 
Editor, New ENGLAND JOURNAL OF MEDICINE, 

Recently I had the great pleasure of reading “Grow 
ing Up,” by Carl Deschweinitz, published by MacMil- 
lan, which I understand in book form uses the 
method of biological instruction which the author 
used on his children. To my mind there is in society 
today no more pathetic individual than the parent 
who desires to do better by his or her children as 
far as biological instruction is concerned than was 
done by him but does not know how, when, where, 
etc. This particular book, which is small with large 
print and illustrated, seems to me to hit the nail 
square on the head. It will undoubtedly offend, but 
I think the offence will be to the inhibitive adults 
rather than to the children. It seems to me it would 
be worth while calling this to the attention of those 
in the State who would be glad of knowing of just 
such a book. I hasten to add that I have no arrange- 
ment with the author to share in the royalties. 

Yours truly, 
GEORGE H. BIGELow, M.D., 
Commissioner of Public Health. 





ALTERNATIVE TO VACCINATION 


Mr. Editor: 

As an alternative to vaccination for those who do 
not believe in it the following prescription of a 
naval captain given to me by a retired officer of 


When American citizens were evacuated from Tam- 
pico, Mexico, by United States forces in 1915 it seems 
that a married couple who refused vaccination were 
taken from a home where smallpox was present. 
Argument as to the desirability of protecting 
themselves and others by submitting to vaccination 
being as usual futile the captain ordered super- 
vised daily baths of gasoline for the couple and 
these orders were carried out until the vessel dis- 
embarked its passengers at New Orleans several 
days later. 
All martyrs for the faith did not perish under the 
persecution in Ancient Rome. 

SAMUEL B. Woopwarp, M.D. 
P. S. No smallpox developed en route. What hap- 
pened afterwards is perhaps another story. 


ei 


NEWS ITEMS 


NEUROLOGICAL INSTITUTE OF NEW YORK— 
Two million dollars was asked to complete the 
Neurological Institute Building fund and establish a 
fund for medical research at a trustees’ dinner given 
recently in honor of Robert Thome, President of the 
Institute. The Institute is now making a study of 
infantile paralysis, epilepsy and encephalitis lethar- 
gica, and an intensive pre-natal study is proposed. 





INCREASE IN INFLUENZA AND PNEUMONIA 
DEATHS—Increases in the prevalence of smallpox 
and in the deaths from influenza and pneumonia, and 
decreases in typhoid fever, scarlet fever and diphthe- 
ria were indicated by the reports of State health offi- 
cers for the week ending March 17, as compared with 
the corresponding week of 1927. Ninety-three cities re- 
ported 1,449 deaths from influenza and pneumonia 
for the 1928 week, as compared with 1,251 for the 
corresponding week of last year. 





DR. ELMER F. OTIS WILL VISIT AND STUDY 
ABROAD—Dr. Elmer F. Otis of the staff of the New 
England Sanitarium and Hospital, Stoneham, Mass., 
retiring president of the New England Association for 
Physical Therapeutics, is on his way to Vienna, where 
he will engage in study. He is accompanied by his 
wife, Clara Beckner-Otis, M.D., also of the Sanitarium 
staff, who will also take special work. 





THE ENGAGEMENT OF DR. JOHN M. FALLON 
AND MISS KATHLEEN E. McCANN—Dr. and Mrs. 
Daniel McCann of Bangor have announced the en- 
gagement of their daughter, Kathleen Elizabeth 
McCann, to Dr. John Michael Fallon of Worcester, 
only son of Dr. Michael F. Fallon, chief surgeon for 
many years at the St. Vincent Hospital in Worces- 
ter. 

Miss McCann is a graduate of the College of the 
Sacred Heart in New York City, class of 1927, and 
is employed in the Bangor Public Library. Dr. Fal- 
lon is a graduate of Holy Cross College in the class 
of 1919 and the Harvard Medical School, class of 
1923. He served his term as interne at the St. Vin- 
cent Hospital, Worcester, and at the Peter Bent Brig- 
ham Hospital, Boston. Subsequently he was recalled 
by Harvard to teach in the anatomy department cf 
its Medical School and at present he is studying at the 





high rank is I believe unique. 





Mayo Clinic in Rochester, Minn. 
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THE STANDARDIZATION OF CLINICAL THER- 
MOMETERS—A conference of manufacturers, distrib- 
utors and organized users of clinical thermometers 
was held in Washington, March 30 ult. 

New thermometers under the commercial standard 
will begin to be distributed next October. 

Annual revision of the standard will be conducted 
by a committee representing the manufacturers. 





LING MEDAL TO PROFESSOR WINSLOW—Pro- 
fessor C.-E. A. Winslow, Lauder professor of public 
health in the school of medicine at Yale University 
has been awarded the Ling medal by the Ling 
Foundation of Los Angeles. “in appreciation and 
recognition of Professor Winslow’s active and un- 
selfish work in behalf of the health progress of 
school children.”—Science. 





APPOINTMENT OF DR. DAVID STEARNS—Dr. 
David Stearns has been appointed to the position of 
resident physician to the Boston Homeopathic Hos- 
pital. 

He succeeds Dr. Clifton T. Perkins. Dr. Stearns 
will continue to occupy the position of resident sur- 
geon. 





A GRANT FOR A RESEARCH FELLOWSHIP— 
Announcement has been made that the Maltbie 
Chemical Company of Newark, New Jersey, has con- 
tributed a grant for a research fellowship for the 
coming year to the Department of Chemistry of 
Princeton University. 

The research work to be done under this feallow- 
ship will be fundamental in character and will cover 
certain phases of the chemistry of creosote and creo- 
sote compounds. 

a 


NOTICES 


A LECTURE COURSE IN PHYSIOTHERAPY WITH 
PRACTICAL DEMONSTRATIONS OF ADVANCED 
TECHNIQUE 





A Lecture Course in Physiotherapy with Practical 
Demonstrations of Advanced Technique will be given 
by Charles L. Ireland, M.D., formerly Chief of Phy- 
siotherapy, Walter Reed General Army Hospital, 
Washington, D. C.; U. S. Army General Hospital, Ft. 
McPherson, Ga.; U. S. Army General Hospital, Des 
Moines, Iowa; U. S. Army Base Hospital, Camp Grant, 
Rockford, Ill.; U. S. Veterans’ Bureau, District Seven. 
including Ohio, Indiana and Kentucky, at Boston, 
Mass., May 7th to 12th, at 857 Boylston street. Syn- 
epsis of Lectures: 

Monday, May 7, 8:00 P. M.: A physiologic concept 
of modern therapy, accompanied by motion pictures 
and lantern slides. 

Tuesday, May 8, 10:00 A. M.: Galvanism. Proper- 





ties of positive and negative poles, with their appli. 
cation in modern physiotherapy. 

Tuesday, May 8, 4:00 P. M.: Sinusoidal Electricity, 
indications and use for slow, rapid and interrupted 
rapid sinusoidal currents. 

Wednesday, May 9, 10:00 A. M.: Sinusoidal Ble. 
tricity continued, with demonstrations. 


Wednesday, May 9, 4:00 P. M.: Anatomy of the 
Autonomic, Sympathetic and Cerebral spinal Nery. 
vous Systems, with demonstration of applying loy. 
tension currents to nerve centers controlling all or. 
gans of the body. 

Thursday, May 10, 10:00 A. M.: Properties of High 
Frequency Currents: <A. Tesla, B. d’Arsonval, ¢, 
Oudin. 

Thursday, May 10, 4:00 P. M.: °° Demonstration of 
application of high frequency currents. Diathermy 
for Pneumonia, Neuritis, Sciatica, Diabetes, etc. 

Friday, May 11, 10:00 A. M.: Newer phases of 
quartz light irradiation in therapy: A., Basic prin. 
ciples; B., Technique for general body irradiation; 
C., Technique for localized irradiation in skin areas 
or orifices. 

Friday, May 11, 4:00 P. M.: Quartz light therapy 
of Anemia, Rickets, Tuberculosis, and other malnu- 
tritive cases and the reason for its use. 

Saturday, May 12, 10:00 A. M.: Scope and utiliza- 
tion of Infra-Red and Phototherapy or visible light 
therapy, and a resume of the week’s work. 

A physician may bring his technician with him if 
he desires, without additional charge. No technicians 
will be admitted to these lectures unless they are ac- 
tually in the employ of a Doctor of Medicine and 
shall, in such cases, bring a letter from the employ- 
ing physician. 

For further information, address Secretary Ireland 
Lecture Course, 223 North California Avenue, Chicago, 
Illinois. 





DR. WINSLOW TO GIVE CUTTER LECTURES 


Dr. C. E. A. Winslow, Professor of Public Health at 
Yale University, has been appointed Cutter lecturer 
on preventive medicine for 1928-29 at Harvard Uni- 
versity. 





INTERNATIONAL SANITARY CONVENTION 


The Senate on March 22, ratified the revision of 
the International Sanitary Convention signed at Paris 
on June 21, 1926. The original Convention was of 
the date of January 7, 1912. 

More than 40 nations signed the revision in 1926; 
among the subjects dealt with in this treaty are: mar- 
itime quarantine, reporting of disease outbreaks, san- 
itary precautions in infected ports, and other mat- 
ters dealing with the spread of diseases from one 
country to another. 





BOSTON LYING-IN HOSPITAL 
AN APPEAL 


Boston, April, 1928. 

1927, the ninety-fifth year of the hospital, saw more 
and better work accomplished than ever before. 
Since the hospital opened it has had over 100,000 pa- 
tients and now about one-seventh of all the babies 
born in Boston are looked after by its staff. It is 
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only through the kindness of our many friends, to 
whom the Trustees are most grateful, that we are 
able to carry on, but we need enlarged donations if 
we are to avoid an annual deficit, which has been 
quite heavy in the past. 

The hospital is overcrowded most of the time and 
we are frequently obliged to refuse applicants for 
lack of room. During the year we have had as 
many as 120 patients at one time, although the hos- 
pital is considered a one hundred bed institution. 

The west wing is more than ever needed and it is 
expected that erection will be started in three or 
four months, as plans are practically completed. 

During the past year 2,345 patients were admitted 
to the Hospital, 1,154 were attended in their homes 
and 17,644 visited the prenatal clinics. With the con- 
tinued growth of the clinics it is felt that the pro- 
portion of strong healthy babies is greatly increased 
and that this branch of the work is very important 
to the whole community. 

Contributions may be sent to James R. Hooper, 
Treasurer, No. 87 Milk Street, Boston, Mass. 


WILLIAM L. RICHARDSON, M.D., 
President Emeritus. 


Trustees: John L. Batchelder, President; James 
Lawrence, Vice-President; William D. Sohier, Secre- 
tary; James R. Hooper, Treasurer; Louis Bacon, Wil- 
liam A. Coolidge, Charles E. Cotting, Courtenay 
Crocker, Charles P. Curtis, Mrs. Thomas B. Gan- 
nett, Roger Pierce, Walworth Pierce, William D. 
Sohier, Jr., Albert Thorndike. 

Board of Lady Visitors: Mrs. Rodolphe L. Agas- 
siz, Mrs. Francis I. Amory, Mrs. Harcourt Amory, 
Mrs. Edward L. Bigelow, Mrs. Henry Forbes Bige- 
low, Mrs. Gorham Brooks, Mrs. William H. Claflin, 
Jr.. Mrs. T. Jefferson Coolidge, Mrs. T. Jefferson 
Coolidge, Jr., Mrs. Francis B. Crowninshield, Mrs. 
Philip Dexter, Mrs. Carl Dreyfus, Mrs. Marshal 
Fabyan, Mrs. Thomas B. Gannett, Chairman, Miss 
Adeline D. Hooper, Secretary, Mrs. Walter Hunne- 
well, Mrs. Jesse Koshland, Mrs. William E. Ladd, 
Mrs. Horace Morison, Mrs. Neal Rantoul, Miss Elea- 
nor Sohier, Mrs. Bayard Warren, Mrs. Sinclair 
Weeks, Mrs. Edward C. Wheeler, Jr. 

Honorary Members: Mrs. Charles H. Gibson, Mrs. 
Francis L. Higginson. 





FIFTH INTERNATIONAL MEDICAL CONGRESS 
OF INDUSTRIAL ACCIDENTS AND OCCUPA- 
TIONAL DISEASES 


The first official circular of the Fifth International 
Medical Congress of Industrial Accidents and Occu- 
pational Diseases, to be held September 2-8, 1928, in 
Budapest, Hungary, announces papers by the follow- 
ing physicians from the United States: Dr. Fred H. 
Albee, New York: “Traumatic Pseudo-Arthroses and 
Treatment by Automatic Machinery”; Dr. Emery R. 
Hayhurst, Columbus: “A Large Group of Silicotics 
with Very Low Incidence of Tuberculosis”; Dr. Eu- 
gene L. Fisk, New York: “The Periodic Health Ex- 
amination in Industry”; Dr. Henry H. Kessler, New- 
ark: “The Medico-Legal Aspects of Occupational Dis- 
eases”; Dr. R. H. Corwin, Pueblo: “Sanitation, Noise 
and Psychology in Industrial Hospitals”; Dr. Raphael 
Lewy, New York: “The Spinal Column in Reference 
to Trauma”; Dr. Richard Kovacs, New York: “Phys- 
ical Therapy in Traumatic Conditions”. 

Titles for additional papers are still being received. 
Those related to Industrial Hygiene are to be sent 





to Dr. Emery R. Hayhurst, Joint Chairman, Colum- 
bus, Ohio, and those related to Industrial Accidents 
to Dr. Fred H. Albee, Joint Chairman, New York. 
June ist is the latest date for the receipt of titles 
in Budapest. 

Very extensive plans for scientific, social and scenic 
attractions in connection with the Congress are an- 
nounced. The Hungarian Consul General of New 
York will grant free visé of passports to all visitors 
to the Congress and their families. A goodly number 
of participants have signed up for the Study Tour 
to the Congress, sailing on August 16th from New 
York on the S. S. “Munchen”, visiting capitals and 
health resorts in Central Europe, and returning, after 
the Congress, via The Riviera and Spain, embarking 
"trom Gibraltar, on September 28th, for the return 
trip. 

Physicians interested to join should communicate 
with Dr. Richard Kovacs, Secretary, 223 East Sixty- 
eighth Street, New York, from whom also any fur- 
ther information regarding the Congress can be ob- 
tained. 

—$$ > ——__—_—_ 


REPORTS AND NOTICES OF 
MEETINGS 


THE HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a meeting on 
Tuesday evening, March 27, 1928, at the Peter Bent 
Brigham Hospital. After the presentation of cases 
Dr. H. A. Christian introduced Sir Humphrey Rolles- 
ton, Regius Professor of Medicine at Cambridge Uni- 
versity, and Physician in Chief, Pro tempore, at the 
P. B. Brigham Hospital. Sir Rolleston spoke on 
“The Clinical Significance of Abnormal Blood Pres- 
sure.” 

The first case was presented by Dr. Menard. The 
patient was a 43-year-old seamstress who came to the 
hospital because of weakness and nosebleed. Two 
of her sisters had died of high blood pressure. Her 
illness was of three years’ duration and was charac- 
terized by headaches, nocturia, palpitation, and dysp- 
noea on exertion. She had spent seven weeks at the 
Boston City Hospital, and, while feeling better on 
discharge, the symptoms still remained. Epistaxis 
became marked and she noticed some edema of her 
ankles. On entrance to the hospital she was orthop- 
neic and very weak. The heart was enlarged 15 cm. 
from the mid-sternal line, moderately fast, with a 
gallop rhythm and a systolic blow at the apex. The 
eye grounds showed marked tortuosity of the vessels 
with sclerosis and nicking of the veins. The liver 
was enlarged and tender, and there was some pitting 
edema of the extremities. Blood pressure was 
220/110. The clinical pathology showed phthalein 
output of 10%, and N. P. N. retention. No diagnosis 
was given. 

The second case was presented by Dr. Oljenick. 
The patient was a 24-year-old telephone operator who 
came into the hospital with a diagnosis of bilateral 
cervical ribs. She gave a history of transient numb- 
ness of the fingers, and pallor with weakness of her 
left hand when she had to raise her hands. No 
neurological symptoms were illicited and there was 
evident muscular atrophy of both arms and hands. 
Normal reactions to faradic and galvanic currents 
were obtained, and the plethysmograms were normal. 





Skin temperature tests were done and the following 
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results obtained: (a) a rapid loss of heat on the 
left side due to imperfect circulation; (b) a slowness 
of recovery of temperature in the extremity; (c) the 
dorsal surface of the hand recovers much more 
quickly than the palm. Dr. Christian pointed out 
that all of us on standing straight can obliterate the 
pulse and produce potentially the same changes. 


Sir Humphrey Rolleston in the beginning of his 
lecture emphasized the fact that there are normal 
high or low blood pressures. After finding the blood 
pressure high, one must determine whether it is 
essential hypertension or hyperpiesia, or caused by 
arteriosclerosis, kidney or heart trouble. If none 
of these fit the case, we must decide whether to 
lower or raise the blood pressure, or give advice about 
wholesome living and dietetics. 

To reduce high blood pressure often brings with it 
acute illness for the patient. This has led to the 
belief that a raised blood pressure is a compensatory 
adjustment. This belief has been disproved by first 
lowering the blood pressure with vaso-dilators, and 
noting if a compensatory increase occurred. Sir Clifford 
Allbutt suggested and upheld diathermy as a treat- 
ment for high blood pressure. As to prognosis, one 
cannot be definite. Many people live a long, happy 
and useful life with a blood pressure which on paper 
would be considered dangerous. Death from high 
blood pressure occurs in the order of their frequency 
from cardiac failure, uremia, cerebral hemorrhage. 
Which one will give way first depends on the inborn 
resistance, and on the presence of existing or ac- 
quired diseases such as arteriosclerosis. The symp- 
toms of high blood pressure depend first on the cause 
of the blood pressure itself, and secondarily on the 
changes in the arteries, arterio-sclerosis, as a result 
of long-continued high blood pressure. It usually 
takes years for a high blood pressure to develop, but 
a form known as “malignant hypertension” is known 
which runs a very rapid course. 


As regards a habitually low blood pressure, Sir 
Rolleston pointed out that 0.3% of people show a nor- 
mal low blood pressure, which is often associated 
with longevity. It also occurs in athletes and has 
been investigated in Cambridge. The present con- 
clusion is that no constant low blood pressure is 
attained in athletes. While a moderately low blood 
pressure is associated with perfect health, a decidedly 
low blood pressure gives definite signs and symptoms: 
lack of vigor, undue fatigability, and a tendency to 
faint; sensitivity to cold and palpitation. 

Low blood pressure is due to a number of causes. 
It occurs in status lymphaticus. One other view is 
that essential hypotension is due to capillary stasis 
resulting from the excessive formation of histamine 
in the tissues. It also is found in habitual smokers. 
There are many diseases, pointed out by Sir Rolles- 
ton, which are characterized by a low blood pressure, 
the cause of which is unknown. In other cases such 
as in some heart lesions it is well compensated. In 
aortic regurgitation the blood pressure in the leg 
is much higher than in the arm, caused by the con- 
traction of the capillaries to prevent cerebral anemia. 

A change in blood pressure is associated with many 
clinical entities. It was found that the high blood 
pressure due to arteriosclerosis was almost invariably 
accompanied by arteriosclerosis of the arteries sup- 
plying the medulla. The explanation of increased 
systolic pressure to supply the distant brain centers 
is obvious. In renal disease a low blood pressure is 








found with an amyloid kidney, and in the later stages 
of cases which once had high systolic pressures, In 
acute nephritis only a moderate rise, if any, is found, 
Crises of high blood pressure of short duration occur 
thought to be caused by the formation of histamine. 
like bodies in areas suffering with ischaemia. In 
acute lobar pneumonia the blood pressure varies, byt 
some have found that the systolic pressure is higher 
in fatal cases than in those ending in recovery, In 
pulmonary tuberculosis a low blood pressure is not 
uncommon, but not diagnostic. In gastro-intestina] 
conditions, apart from those which produce severe 
pain, the blood pressure generally tends to be low. 
Rapid and complete thrombosis of the portal vein 
causes a sudden fall of blood pressure. 

In brain conditions such as increased intracranial 
pressure, a rise greater than that in the cerebral 
vessels produces anemia and a compensatory rise 
in systemic blood pressure. In traumatic concussion 
the rise in blood pressure is “{uite slow, while in sud- 
den compression such as hemorrhage, the rise is 
rapid. A very high pressure indicates a correspond- 
ingly large hemorrhage and the prognosis is grave. 

In endocrine disorders the blood pressure varies 
greatly. In exophthalmic goitre it is usually raised, 
in the opinion of Sir Rolleston. A new syndrome of 
exophthalmic goitre and tumor of the adrenal cortex 
has been described in which a high blood pressure 
is found and the outlook far from encouraging. A 
hyper-secretion of adrenalin is another cause of high 
blood pressure. In connection with this a Russian 
surgon, Opal, ascribes this cause to that of Raynaud’s 
disease, and recommends removal of one adrenal. 
In Addison’s disease an extremely low blood pressure 
is the most essential feature. 

The meeting was exceptionally well attended and 
of great interest. 





THE WORCESTER DISTRICT MEDICAL SOCIETY 


On April 11th the Worcester District Medical So- 
ciety was entertained by Superintendent Dr. Harlan 
L. Paine, at the Grafton State Hospital, North Graf- 
ton, Mass. Dr. Winfred Overholser spoke on “Psychi- 
atry and Massachusetts Criminal Law”. Dr. E. H. 
Trowbridge showed the Liebel-Flarshein Cabinet, 
demonstrating the Electro-Surgical Knife in regard 
to “Metastasis of Cancer”, and Dr. Frank E. Stowell 
spoke on ‘Physiotherapy in Rectal Diseases’’. 

H. L. PAINE, Superintendent. 





MEETING OF THE STAFF OF THE MASSA- 
CHUSETTS GENERAL HOSPITAL 


A clinical meeting of the Staff of the Massachu 
setts General Hospital was held on Thursday, April 
12. The program was given by the Neurological and 
Neuro-Surgical Services. 

The first paper was delivered by Dr. S. Biddle, on 
the subject of pneumorachicentesis Dr. Biddle said 
that the introduction of air into the spinal cord by 
means of lumbar puncture had been in use now for 
a number of years, especially in Germany, where it 
has received more attention than it has in this coun- 
try. This method, he said, often enables one to obtain 
pictures of the ventricles just as good as those ob- 
tained when air has been injected directly into the 
ventricles, and has the advantage of being a much sim- 
pler, and on the whole less dangerous, procedure. He 
described the technique in some detail, and showed 
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x-ray plates illustrating the results obtained. In the 
discussion, Dr. W. J. Mixter pointed out that the 
method was still in the experimental stage and that 
there was much to be learned from more accurate 
correlation of the x-ray pictures with the various 
types of pathology. Dr. G. Horrax said that in their 
experiments at the Peter Bent Brigham Hospital they 
had found this procedure particularly useful in vis- 
ualizing the third ventricle: this was particularly 
valuable because there was often no other method of 
obtaining information as to this important struc- 


ture. 

Dr. C. A. McDonald next showed two cases of un- 
usual ocular manifestations following encephalitis. 
Both of the patients were women who had had en- 
cephalitis a number of years ago. The ocular man- 
ifestations were quite different in the two cases: in 
one there was a spasm of the eyelids; in the other, 
an upward rotation of the eyeballs. Dr. McDonald 
said that within a c :mparatively short time he had 
seen some 12 cases in which ocular symptoms fol- 
lowed encephalitis. For treatment, hyoscine had 
been used with some success; during an attack it was 
often necessary for the patient to remain in bed in 
order to relax the spasm; sodium chloride tablets, 
given in gelatin capsules, were of some use in con 
trolling the salivation which is often troublesome ir 
this condition. 

Dr. George Clymer described the local fat atrophy 
which sometimes follows insulin injections, and 
showed a patient with areas of marked atrophy of 
the fat and subcutaneous tissues of the upper arm. 
This unusual condition sometimes occurs after a rel- 
atively few insulin injections. Dr. Clymer’s interest 
in the subject arose from the study of a case in which 
the lesion was supposed to be due to some neurolog- 
ical disturbance. 


The use of chlorylen therapy in trigeminal neural- 
gia, tics and migraine, was discussed by Dr. Jacques 
DeBusscher. He told first of the interesting manner 
in which this drug was discovered: it was found that 
certain workmen engaged in doping the wings of 
aeroplanes with a mixture containing trichloraealy- 
len, were poisoned, and that among their symptoms 
they showed anaesthesia over the distribution of the 
5th nerve. It occurred to Oppenheim that the extra- 
ordinary specificity of this poison might make it 
useful in the treatment of certain painful affections 
of the 5th nerve. It has been tried out extensively 
in Germany, under the trade name of “chlorylen,” 
and more recently in France. Dr. DeBusscher spoke 
of his experience with it in the clinic here, and said 
he had come to the conclusion that it was of great 
benefit in trigeminal neuralgia and occasionally ben- 
eficial in certain tics of the facial nerve; but that its 
use in migraine was disappointing. He pointed out that 
the drug was dangerous and had to be handled with 
great care: it is capable of producing extensive ne- 
crosis of the mucous membranes, as well as severe 
systemic symptoms. If, however, the inhalations are 
taken with proper precautions, from amounts not ex- 
ceeding 20 drops, no ill effects occur. In the discus- 
sion, Dr. J. H. Means said that chlorylen had a field 
of usefulness in certain cases of trigeminal neuralgia 
which were not completely relieved by operation; he 
also stressed the fact that it is a drug to be treated 
with the greatest respect because it is potentially very 
dangerous. Dr. Horrax said that his experience with 
the drug had been favorable in certain selected cases. 

Dr. J. S. Hodgson next spoke on the subject of 
cordotomy. While this operation, he said, has been 





practised for some time, it owes its present standing 
largely to the researches of Dr. Fraser of Philadel- 
phia. Dr. Hodgson showed slides illustrating the an- 
atomy of the spinal cord and the steps in the opera- 
tion. The general aim of the operation is the divi- 
sion of the anterior lateral bundles which carry most 
of the pain fibres. Dr. Hodgson said that the opera- 
tion was not technically difficult, but that no didactic 
rules could be laid down for the depth of the cut into 
the cord, this being a matter of individual judgment 
and experience. He said that this operation had a 
distinct field of usefulness in cases suffering from 
severe pain arising from the lower portion of the body 
and not easily controlled by drugs; and mentioned its 
use in the following conditions: metastatic or pri- 
mary malignancy of the spinal column; malignancy 
of the pelvis; and the gastric crises of tabes. In dis- 
cussion, Dr. Ayer spoke chiefly of its use in tabetic 
crises: he had seen a number of patients, operated 
upon by different neurological surgeons, and in the 
great majority of cases the results had been highly 
gratifying. He suggested that the failures in certain 
instances might be due to the fact that the section 
had not been made at a sufficiently high level. Drs. 
Mixter and Horrax told of their experience with the 
operation, which was very favorable in properly se- 
lected cases. 

Dr. W. J. Mixter discussed his experience with the 
treatment of angina pectoris by alcohol injections of 
the upper thoracic sympathetic chain. These injec- 
tions are made in the dorsal-thoraciec region, a short 
distance lateral to the spinal column; about 5 needles 
are inserted, in accordance with a technique which 
he described in some detail, and a preliminary in- 
jection with novocaine is made; after waiting a short 
time, alcohol is injected. The procedure is very much 
simpler than operations upon the cervical sympa- 
thetic ganglions, and the danger is less. Dr. Mixter 
thought that the relief from pain was at least as good 
as that obtained by the more radical procedures. The 
method has the disadvantage that it has to be re- 
peated from time to time. 

Dr. H. C. Solomon, the last speaker of the evening, 
discussed the use of tryparsamide and malaria in the 
treatment of neuro-syphilis. He said that it was dif- 
ficult to generalize about the results of treatment of 
neuro-syphilis, because the pathological picture 
showed such marked variations. In discussing the 
treatment of general paresis, he divided the cases 
into two groups: a group of late cases, in which the 
most that could be hoped for was an arrest of the 
disease; and a group of early cases, in which strik- 
ing improvement was very frequently obtained. The 
modern method of treatment consists of the use of 
both tryparsamide and malaria: neither is used to 
the exclusion of the other, both having a very defi- 
nite place in therapeutics. Dr. Solomon said he wished 
to stress the importance of early diagnosis. In the 
older days, when so little could be done in the way 
of treatment, it seemed rather futile to insist on an 
early diagnosis; but with modern methods, early di- 
agnosis might well mean cure of the disease. 

This meeting concludes the Staff Meetings for this 
winter. The next meeting will be held in October. 





MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


The Middlesex South District Medical Society held 
its Annual Meeting on Wednesday, April 18th, at the 
Commander Hotel, Cambridge. 

The annual oration was delivered by Dr. Walter 











536 


. 


EDITORIAL DEPARTMENT 





N. B.J. of 
April 26, 1998 








B. Cannon. Subject: “Reasons for Optimism in the 
Care of the Sick.” 

John M. Birnie, President of the Massachusetts 
Medical Society was present at the meeting and gave 
a short address. 

Dinner was served at 1 P. M. The meeting was 
attended by 155 members. 

A more complete report of this meeting will appear 
in our next issue. 





BRISTOL SO. DISTRICT, THE MASSACHUSETTS 
MEDICAL SOCIETY 


SPECIAL MEETING 


A special meeting will be held in the New Bedford 
Public Library, Friday evening, April 27, at 8:30 P. 
M. 

This meeting is called for the purpose of “Cancer 
Week Observance,” and Dr. Ernest M. Daland, of the 
Staff of the Huntington Memorial Hospital, Boston, 
will speak upon the subject of Cancer, as it interests 
the Medical Profession. 

GEORGE C. BorDEN, Secreiary. 





ESSEX NORTH DISTRICT MEDICAL SOCIETY 


By invitation, the Eighty-Seventh Annual meeting 
will be held at Haverhill Country Club, Brickett Hill, 
Gale street, Haverhill (telephone 1332) Wednesday, 
May 2. 

Attention, Golfers: You are cordially invited to 
try your skill. This course has a good reputation 
and is 18 holes. Come early and bring your sticks. 
The tennis court extends a welcome also. Business 
meeting 12 m. sharp. 

Dinner, 1 p. m. sharp. 

These speakers follow the dinner: 

1. “Recent Advances in Neurology,’ Henry R. 
Viets, M.D., of Boston, Instructor in Neurology in 
Harvard University Medical School (30 minutes). 
This will be discussed by Elmer S. Bagnall, M.D., of 
Groveland. 

2. “Treatment of Fractures of the Long Bones,” 
Arthur W. Allen, M.D., of Boston, Instructor in Sur- 
gery at Harvard University Medical School (with 
lantern slides) (30 minutes). 

3. James S. Stone, M.D., of Boston, Executive Sec- 
retary to the President of the Massachusetts Medical 
Society, will speak on the “House Fund,” i. e. the 
plan to purchase, by subscription, a building, as a 
permanent home for the State Society, to accommo- 
date all its activities. Discussion on above matters 
is invited. (5 minutes). 

The Golf Club is yours for the day. 
real day and come early. 

Note: Follow north on Main street from Haver- 
hill City Hall, to Walnut square, turn right on North 
Avenue to Gile Street to Brickett Hill. Distance 
from City Hall is 2% miles. 

Meeting of Censors will be held at Hotel Bartlett, 
95 Main Street, Haverhill (tel. 3430) on Thursday, 
May 3, at 2 P. M. sharp. Candidates should present 
diplomas to the Secretary one week in advance. 

ADELBERT M. HUBBELL, M.D., President. 
J. FORREST BURNHAM, M.D., Secretary, 
567 Haverhill St., Lawrence, Mass. 


Make it a 


April 19, 1928. 








a 
CENSORS MEETING FOR THE MIDDLESEX 
SOUTH DISTRICT 





The Censors for the Middlesex South District wi 
meet to examine candidates for Fellowship on Thurs. 
day, May 38rd, at the Colonial Club, 20 Quincy Street, 
Cambridge, at 4 P. M. 

Prospective members should present their appli. 
cations to the Secretary and show evidence of grag. 
uation from a medical school at least one week be. 
fore the meeting of the censors. 

| S. M. Bippie, M.D., Sec. 
885 Massachusetts Avenue, 
Cambridge, Mass. 





SOCIETY MEETINGS 


April 26—Massachusetts Association of Boards of Health 
For detailed notice see page 472. : 

April 26, 27, and 28—Fifteenth Reunion of the Peter Bent 
Brigham Hospital Alumni. Complete notice appears on 
page 475, issue of April 19. 

April 30—Annual Meeting of the Massachusetts Tuber- 
culosis League. For complete notice see page 471, issue 
of April 19. 

_ May 1-2—American Climatological and Clinical Associat- 
ion. See page 474, issue of April 19, for complete notice, 

May 10-11—Conference on Rheumatic Diseases. Detailed 
notice appears on page 472, issue of April 19. 

June 18-20—Meeting of the American Association for 
the Study of Goiter. See page 425, issue of April 12, for 
complete notice. 

_June 18-22—Convention of the Catholic Hospital Asso- 
ciation. Complete notice appears on page 1597, issue of 
February 16. 


DISTRICT MEDICAL SOCIETIES 
Bristol South District Medical Society 
April 27—Detailed notice appears elsewhere on this page. 


Essex North District Medical Society 
May 2, 1928 (Wednesday)—Annual meeting at Haverhill, 


12:30 P. M., at the Haverhill Country Club, Brickett Hill, 
Gile Street, Haverhill. Complete notice elsewhere on this 
page. 


May 3, 1928 (Thursday)—Censors meet for examination 
of candidates at Hotel Bartlett, 95 Main Street, Haverhill, 
at 2 BP. M. Candidates should apply to the Secretary, 
J. Forrest Burnham, M.D., 567 Haverhill Street, Law- 
rence, at least one week prior. 


Essex South District Medical Society 


May 3 (Thursday)—Censors meet at Salem Hospital for 
the examination of candidates at 3:30 P. M. Candidates 
should apply to the Secretary, Dr. R. E. Stone, Beverly, 
at least one week prior. 

May 8 (Tuesday)—Annual meeting. 
appears on page 1437, issue of January 26. 


Detailed notice 


Middlesex South District Medical Society 
May 3—Censors’ meeting. Detailed notice appears above. 


Norfolk District Medical Society 


May 3—Censors’ meeting. Roxbury Masonic Temple, 
4 P.M. Applications will be mailed by the Secretary upon 
request. Detailed notice appears on page 271, issue of 
March 22. 

May 8—Annual meeting. Details to be announced. 


Suffolk District Medical Society 


April 27—Special meeting. Detailed notice appears on 
page 471, issue of April 19. 


May 3—Censors’ Meeting. 

The Censors of the Suffolk District Medical Society 
will. meet for the examination of candidates at the 
Medical Library, No. 8 The Fenway, Thursday, 
May 3, 1928, at 4 o’clock. 

Candidates should make personal application to the 
Secretary, and present their medical diploma at 
least one week before the examination. 

ARTHUR H. CROSBIE, M.D., Secretary. 


520 Commonwealth Avenue, Boston. 


Notices of meetings must reach the JouRNAL office on the 
Friday preceding the date of issue in which they are to appear. 
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BOOK REVIEWS 


The Mechanics of the Digestive Tract: An Introduc- 
tion to Gastroenterology. By WALTER C. ALVAREZ, 
M.D. Second Edition. New York, 1928. Paul B. 
Hoeber, Inc. Pages, 447. Illustrations, 100. 


The first edition of this book developed as an elab- 
oration and an amplification of a lecture given in 
1920 before the American Roentgen Ray Society. In 
the book preface, the author stated that “in 1913, 
while doing some work on the absorption of gases 
injected into loops of intestine, I noticed differences 
in irritability in different parts of the bowel; that is, 
the jejunum reacted actively to distention, while the 
ileum generally responded but little. It promptly 
occurred to me that this graded difference in irri- 
tability might account for the downward progress 
of food in the bowel, because it seemed reasonable 
to suppose that material would have to move from 
the more irritable and active regions to the less irri- 
table and active ones. While attempting to show 
these differences in irritability with excised segments 
of intestine, I found that the rate of rhythmic con- 
traction of the muscle is graded downward from the 
pylorus to the ileocecal sphincter. Remembering how 
much the heart specialist has profited by the careful 
study of conduction along a similar rhythmic gradi- 
ent from the sinus node to the ventricle, I was filled 
with the hope that a careful analysis of the gradient 
found in the bowel might throw light on the mech- 
anism of peristalsis and might put more system into 
the science of gastroenterology.” 

“It was found that the idea of a gradient of forces 
which can be flattened or reversed offers the best, 
the simplest, and often the only explanation for many 
of the phenomena observed by the physiologist, the 
internist, the roentgenologist and the surgeon.” 

The author realized however that he must “in all 
fairness to my readers, emphasize the fact that much 
of what is written in Chapters IX and X is purely 
suggestive”. Viewed thus, and read with possible 
reservations and an open mind, the stimulating con- 
tents of this book should be familiar to all who have 
occasion to work at all in the field of gastroenterology, 
and there are few who do not. 

In the preface to this second edition, the author 
states that “this is practically a new book in plan 
and scope. The first edition was little more than 
a detailed statement of the gradient theory with its 
bearing on the problems of gastroenterology; this 
one represents a determined effort to make readily 
available to thoughtful practitioners such information 
about the mechanics of the digestive tract as they 
need daily in their struggles to improve their diag- 
nostic and therapeutic technic.” 

The author considers that “the bibliography of the 
present volume, containing 900 titles, is probably the 
best part of the book”. One notes with mild regret 
and some surprise, the complete absence from this 
extensive bibliography, of any titles by such well- 
known workers in gastroenterology as for example, 
R. Walter Mills. The author however states that the 
literature is now so enormous that even a fast reader 
can hardly keep up with it; “and from those whose 
good work I have slighted I can only beg forgiveness, 
and a reprint”. 

The author draws an interesting comparison be- 
tween progress in gastroenterology, and progress in 
cardiology. He then asks the question: “Are we in 











gastroenterology any more awake today than were 
the cardiologists in 1900, that is, better prepared to 
recognize promptly the importance of epoch-making 
papers published in journals devoted to physiology 
and anatomy?” To this, he replies, “I hope we are, 
and I think it augurs well for the future that more 
and more books are now appearing in which the re- 
sults of research in special fields are so well epito- 
mized and reviewed as to make them readily avail- 
able for use by practitioners of medicine.” 


“It may be of interest to note that in the five years 
since the appearance of the first edition of this work 
the idea of a gradient of activity down the intestine 
has received considerable support from workers in 
various parts of the world, and a number of my early 
observations have been confirmed. The whole gradi- 
ent idea has been strengthened by the work of Mur- 
ray, who has shown that even in tissue cultures, 
muscle cells from the embryonic auricle will beat 
many times faster than will those from the ventricle. 
This must mean, as Dr. Child and I have always felt, 
that the gradients are not due purely to functional 
adaptation during life, but that they are basic, and 
built into the very structures and chemical composi- 
tion of the individual cells.” 


“Tf the downward gradient is of any value to us 
in health, it follows as a collary that upsets in it 
should produce the symptoms of disease. As will be 
seen later, such upsets have been observed in ani- 
mals and it is highly suggestive that most of these 
animals were sickly; some of them were refusing 
food, and others were even vomiting. The main 
question then before us is: are these upsets ever 
present in the digestive troubles of man, and if so, 
are they responsible for the disturbances in motility 
which are then observed?” 


“Unfortunately, these questions cannot yet be an- 
swered with certainty. Other factors may easily be 
more important in some cases. On account of these 
gaps in our knowledge much of what follows -must 
of necessity be purely theoretical ar based on analogy. 
It seems to me however, that so long as the reader 
will keep separate in his mind that which is proved 
and that which is merely suggested, it can do no 
harm to set forth in a logical manner the various 
ways in which the gradient might theoretically be 
upset, and the ways in which such upsets might affect 
the motility of the tract.” 

“Some may ask: in which way can the idea of a 
gradient altered by disease influence our methods 
of treatment? The answer is that so far little has 
been done because therapeutists have not been think- 
ing along these lines. Later we may be able to get 
drugs which will help in restoring the normal gradi- 
ent, perhaps as calomel does, but without unpleasant 
by-effects. In the meantime there is a diet which is 
very helpful, probably because it does not lead to con- 
flicts with disordered gradients.” 

At the close of his chapter entitled “Practical Ap- 
plications of the Gradient Idea”, the author sets forth 
in detail, the “smooth diet’ which he has found help- 
ful. 

Unquestionably, one of the best places to study 
functional activities of the living human intestine 
and colon, is in the dark room, before the fluoroscope. 
A more extensive familiarity with the extraordinary 
diversity of action which is displayed by the human 
colon as seen before the fluoroscope, might well have 
suggested alterations in some of the statements made 
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by the author with regard to the habits of the ileo- 
cecal sphincter, and the colon. Fluoroscopic observa- 
tion of the colon extending over a period of some 
fifteen years, would for example make it possible for 
the reviewer himself to point out one or two altera- 
tions which might to advantage be made in the text. 

The reviewer, however, is not minded to find fault. 
On the contrary, he takes pleasure in unreservedly 
recommending this book to thoughtful students of 
medicine, for firstly, it contains a very large amount 
of mental pabulum which deserves adequate mental 
mastication, digestion, and absorption. Secondly, no 
intelligent person can read it without being stimulat- 
ed in the direction of inductive thinking; and from 
this point of view alone, the book is worth while. 

Gastroenterologists may well offer up a prayer 
that more patients may become convinced of the logic 
of the author’s quotation from Josh Billings to the 
effect that: “I hav finally kum to the konklusion that 
a good reliable sett ov bowels iz wurth more tu a man 
than enny quantity ov brains”. 


. 





Asthma, Its Diagnosis and Treatment. By WILLIAM 
S. THomas, M.D. Paul B. Hoeber, Inc., New York. 


Although the “aim to make this book a practical 
guide to the management of asthma patients’, the 
volume is only partly successful. There is little said 
about present day problems concerning the etiology 
and mechanism of allergy and many clinical aspects 
are omitted, so that the book is of little value for 
reference. History taking is described and given 
some prominence, but the lack of good case reports 
to illustrate the method is unfortunate. 

Skin tests are described in detail and the list of 
test substances, presented without discussion and 
without any classification of the patients, gives the 
impression that most patients react to them. The 
list of plant pollens is long, but is not analyzed as to 
the relative importance of cone plant over another. 

The best chapter is devoted to the use of vaccines 
and here we do find a few case reports and a state- 
ment of end results to indicate the prognosis in this 
particular series. 

The list of 325 references arranged alphabetically 
at the end of the book is of real value in itself, but 
its effectiveness is immensely curtailed by the delib- 
erate omission (“to avoid confusion’) of numbers 
after authors’ names or after text. clauses which 
might indicate the correct reference. 

The printing is on heavy shiny paper, and the bind- 
ing is poor. The 233 pages of text are padded with 
fifty blank pages. 





The Hebrew Physician (Harofeh Holvree). Dr. 
Moses Ernynorn and Dr. ASHER GOLDENSTEIN, Edi- 
tors. Volume 1, Number 1. New York City. Janu- 
ary, 1928. 


The first number of The Hebrew Physician (Haro- 
feh HolIvree), a medical journal in Hebrew, appeared 
in January, 1928. It is the publication of a group 
of physicians in New York to whom the Hebrew lan- 
guage has never ceased to be a living language. It 
is the only medical journal published in Hebrew out- 
side of Palestine, though the projectors speak of simi- 
lar groups of Hebrew-speaking physicians elsewhere 
who are planning a similar effort in their respective 
countries. 

Following are some of the matters treated in this 


a 
volume: The question of Hebrew medical terminolo. 
gy; polycystic kidney; a new duodenal tube and its 
use; the sequelae of osteo-myelitis; whooping cough: 


some pulmonary disease; acute hemorrhagic pancreg- 
titis; book reviews; bibliography (tuberculosis among 
Jews). Some of the papers are illustrated and at the 
end there is a Hebrew-English medical vocabulary, 


This venture in medical journalism is certainly 
interesting. It is, however, not unique for there haye 
been medical publications in foreign languages in this 
country before. It is a manifestation of the hold 
which the renaissance in Jewish culture is having 
upon Jewish people throughout the world. How many 
numbers will this publication live? 


The Medical Department of the United States Army 
in the World War. Volume VII, Training. pp, 
1211. In two sections. Part I, Training in the 
United States. Part II, Training in the American 
Expeditionary Forces. 


In the brief introduction to this, the seventh vol- 
ume of the World War series, we are told that when 
the United States entered the war the army medical 
personnel was not enough even for a skeleton force 
to take in and assimilate the great number of physi- 
cians needed to adequately care for the millions that 
were to be mobilized and intensively trained for their 
work abroad. In the first part of the book the his- 
tory and workings of the great training camps in 
this country is given. Many illustrations pertaining 
to camp sanitation add interest to this section. The 
reader, as he follows the different chapters, is made 
to see the physician’s gradual change from his civil- 
ian environment, as he becomes au fait with all that 
concerns the military branch of his art. 


The second part of the volume, dealing with the 
training over seas, is no less interesting; naturally 
the subject matter is so great that it is impossible 
to speak of this in any but general terms. Those 
sections of this part of the work dealing with the 
instruction concerning fractures, wound bacteriology, 
the modern treatment of war wounds and the his- 
tory and training of the resuscitation teams and their 
transfusion work, which accomplished so much, are 
of particular interest. 


This volume of the World War series should be 
read by all who wish to learn what the Medical De- 
partment of the Army accomplished in a brief time, 
turning city specialist and country practitioner alike 
into the army medical officers of which this country 
is so justly proud. 


Mechanics and Chemistry of Human Body. By 0. 
Boto ScHELLBURG. Schellburg Institute, Inc., New 
York City, 1928. pp. 50. 


This small book describes the physiology of the 
colon, the biology of the cell and the technique of 
colonic irrigation. The opinions given on these sub- 
jects are largely the result of the author’s experience, 
as references are not given. One section, on the ap- 
plication of colonic therapy in internal medicine, is 
written by H. W. Rothman. Several roentgenograms 
of the colon at varying periods after the injection of 





'a barium enema are shown. 
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